NO KNOWN CONTRAINDICATIONS 


permits high dosage, 
more effective diuresis in more patients 


The low incidence of side action with 
Rolicton (brand of amisometradine) per- 
mits high dosage, extending the range of 
effective diuresis to a greater number of 
patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel! studied the effect of Rolicton 
in forty-seven patients and found no 
serious side effects. Assali, who observed 
the action of Rolicton in five patients 
with severe toxemia of pregnancy, states” 
that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d., is usually 
adequate to maintain patients free of 
edema after the first day’s dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Settel, E.: Rolicton® (Aminoisometradine),a 
New, Nonmercurial Diuretic, Postgrad. Med. 
21:186 (Feb.) 1957. 

2. Assali, N. S.: Personal communication, May 
28, 1956. 
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Henry B. Mulholland, M.D. 
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enhanced by attention to some of the details presented in this essay. 
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The milder emotional disturbances in children are usually the result of 
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ested attention to the troubles of the parents often resolves the child’s emo- 
tional difficulty. 


Plastic Surgery—Some General Principles . 
Edward S. Lamont, M.D. 
In one sense, all surgery is “plastic” surgery. Here the author outlines 


The American Academy of General Practice is a national principles that can be applied to any type of surgical procedure. 
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This Month’s Authors . 


Yours Truly 


Personalities 


Syndicated Rhythm . . . Nodules in the Thyroid . The Nature of the 
Mind ... Yesterday’s Communist . . . Prevention of Surgical Wound 
Infections . . . The Misuse of Transfusion . . . Cytologic Diagnosis of 
Uterine Cancer 


these and other timely and informative ar 
tecles scheduled to appear in coming issues, 


Medigrams. . . . . . . . opposite page 116 


Prevention and Treatment of Acute Ligament Injuries in 
Athletes. Don H. O’Doxociitx, M.p. This essay is 
a practical guide for the management of common 
ankle and knee injuries that occur in a particularly 
appreciative and well-motivated group of patients. 


Information Please . . . 


Penicillin Reactions . . . Use of Chloramphenicol . . . Tetanus Prophy- 
laxis ... Problems of Infectious Hepatitis 


Tips from Other Journals. . . . . . 107 


Therapy in Severely Burned Patients... Gallbladder Diverticula ... 
Large Bowel Injuries . . . Congenital Imperforate Anus . . . Unusual 
Deaths Following Cardiac Surgery . . . Nocardiosis . . . Uses of Quini- 
dine... Hirschsprung’s Disease in the Newborn . . . Reactions to Oral 
Penicillin . . . Acid-Fast Bacilli . .. Contamination of Bank Blood .. . 
Candida Albicansin the Newborn . . . Primary Carcinoma of the Liver... 
Tuberculous Meningitis in Adults . . . Chemotherapy in Tuberculous 
Pleurisy . . . Myxedema Following Iodide Usage . . . End-of-Treatment 
Biopsies of the Cervix . . . Gingival Hyperplasia Due to Dilantin . . . 
Leaking Abdominal Aortic Aneurysm . . . Serotonin and Anaphylaxis 
. . . Vasoconstrictor Effects of Tobacco . . . Hereditary Spherocytosis . . . 
Mucosal Carcinoma from Irradiation . .. Uropepsin Measurement . . . 
Antileukemic Effect of Reserpine . . . Peripheral Arterial Insufficiency 
... Dumping Syndrome . . . Hepatolenticular Degeneration . . . Sub- 
acute Bacterial Endocarditis . . . Diabetes Mellitus and Cholecystectomy 
... Surgery for Coccidioidomycosis 


Diagnostic Aspects of Bromoderma and Blastomycosis. 
Ernest W. Cuick, and Paraicx H. Leman, 
M.D. The shin lesions of bromide intoxicalion and 
North American blastomycosis may be remarkably 
similar, presenting a problem in differential diag- 
nosis, The authors present an up-to-date summary 
of diagnostic criteria for both lesions. 


Acute Renal Failure. Lewis W. Bivemiz, 
Although acute renal failure is relatively rare, 
every practicing physician needs to understand 
the physiologic mechanisms of this disorder. Dr. 
Bluemle’s explanations provide a retional ap- 


broach to prophylaxis and treatment. 


A Ten-Year Study of Synthetic Folic Acid as « Nutritional 
Supplement and Therapeutic Agent. Tom D. Spies, 
M.D. Dr. Spies and his colleagues summarize their 
extensive observations on this essential nutrient. 


Detailed case histories reveal its dramatic effective. 
ness in the treatment of generalized nutritive fail- 
Clinicopathologic Conference. . . . . . . . . ure, tropical sprue, the macrocytic anemia of preg- 

5 _ nancy and the megaloblastic anemia of infancy. 

Practitioner's Bookshelf. . . . . . . . . . 2145 Significance of Positive Serologic Test for Syphilis. 
Hrrman Beerman, Now that syphilis has 
largely disappeared, there is greater interest in 
An Academy Officer’s Profile . . . More Psychiatric Problems to Be false-po tests for that disease. This essay dis- 
Handled by the General Practitioner . . . Trends and Events in the : the significance of such results. 

Nation’s Capital . . . General News ... News from the State Chapters : Current and Prophylactic Treatment of Surgical Shock. 
jJoux S. Lunpy, M.p. Shock during surgery ré 
AMA Washington Report 188 quires prompt use of a varicty of potent agents. 


This essay briefly proposes the methods and raises 
the question of how the shock might have been 
avotded in the first place. 


A Legal Look at Blood Transfusions. Pau Davip 
CanToR, M.D., LL.B. A more liberal use of blood 
and blood products accounts for a greater prev 
alence of adverse effects. The author, a physician. 

lawyer, recounts the legal implications. 
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the phesphate complex of tetracycline 


FOR INITIAL ANTIBIOTIC BLOOD LEVELS 
FASTER AND HIGHER THAN EVER SEFORE 


antifungal activity of Mycostatin 


FOR ADDED PROTECTION AGAINST 5 
MON 'ILIAL SUPERINFECTION 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Si mycin) + Nystatin (Mycostatin) 


Because it provides highly effective 
broad spectrum antibiotic therapy for many 
common infections 


AND AT THE SAME TIME 


protects your patients against the monilia! 
overgrowth so commonly observed during therapy 
with the usual broad spectrum antibiotics 


capsules 


(tetracycline phosphate complex equivalent to 250 mg. 
tetracycline hydrochloride, and 250,000 units Mycostatin): 
Bottles of 16 and 100. 


suspension 


{ciierry-flavored oil suspension containing tetracycline phos- 
phate complex equivalent to 125 mg. tetracycline hydro- 
chioride, and 125,000 units Mycostatin, per 5 cc.): 2-ounce 
bottles. 
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SECRETARY'S NEWSLETTER 


JULY, 1957 


Significant Events 


AMA Delegates 
Adopt New Code 


Amphetamine Called 
A Dangerous Drug 


» Delegates attending the AMA's 106th annual meeting at the 
Waldorf in New York (1) Adopted a streamlined and less ab— 


struse 500-word code of ethics; (2) Heard Warren Draper, the 
UMW's acrimonious executive medical officer, threaten legal 
action against county medical societies; (3) Listened to a 
Staten Island narcotics expert blast the indiscriminate use 
of amphetamine "pep—up" pills by athletes; and (4) Were 
again advised that smoking causes lung cancer. 

The new code of ethics, emphasizing service and integrity, 
does not specifically ban the corporate practice of medi- 
cine. Convinced that their official frown was already a 
matter of record, delegates instead asked the AMA Board of 
Trustees to launch a campaign that will tell physicians and 
the public more about the inherent dangers of illegal 
corporate practice. 


> Addressing delegates, Draper said county societies that 
deny membership to salaried UMW physicians are guilty of 
"petty persecutions" that "will be settled by legal means 
if other measures fail." Draper objected to several reso- 
lutions aimed at salaried remuneration plans that eliminate 
free choice of physician. 

The house adopted a committee—prepared guide that calls 
for free choice of both physician and hospital and insists 


that patients be charged on a fee-for-service basis. The 
guide further states that only hospital staffs and governing 


boards are qualified to measure professional competence. 


> Dr. Gunnar Gundersen, a La Crosse, Wisconsin, surgeon who 
has served on the AMA Board of Trustees since 1948, was 
unanimously chosen president-elect. See page 34. The new 
board chairman, also a surgeon, is Dr. Edwin S. Hamilton, 
Kankakee, Illinois. 


The AMA's Distinguished Service Award went to Academy 
member Tom Spies, Birmingham, Alabama. See page 35. 


Physician registration at the five-day meeting totaled 
19,469. Total registration was 55,847. A full report of 
the AMA meeting will appear in the August issue of GP. 


> Terming amphetamine "the most dangerous drug" existing 
today, Dr. Herbert Berger pointed out that it is currently 


being used by athletes and coaches in all sections of the 
country. The charge brought a flood of — denials 
blended with a few affirmations. 


Draper Threatens 
County Societies 
Gundersen New 
President-Elect 
e 


Three Resolutions 
Discuss Medicare 


Phelps and Hussey 
On Flu Committee 


» Tobacco stocks declined slightly following a report that 
confirmed earlier studies dealing with smoking and lung can- 
cer. The report, in true anticlimactic fashion, caused less 
stir than the previous announcement and will perhaps prompt 
little more than a wave of public apathy. It points out 
that (1) All smoking shortens life; (2) Cigarettes are the 
largest ogre; and (3) The more smoking, the more risk. 


» Delegates accepted a Council on Medical Education and 
Hospitals progress report on the formation of a Committee 
on Preparation for General Practice. One objective: To con- 
sider the importance of all physicians having a broad back- 
ground of training and experience in the care of the patient 
as a whole and the family as a unit. 


> The prospect of compulsory social security for physicians 
displayed its customary lack of appeal. Reaffirming their 
opposition to compulsory OASI coverage, delegates added that 
any other decision would "result in loss of freedoms impos-— 
sible to reclaim." The house again supported the popular 
Jenkins—Keogh proposal. 


> Sentiment in the house favored letting each state handle 
its_own contractual arrangements with the government's 
Medicare program. Under this plan, the separate states 
will select the type of contract and decide whether or not 
fee schedules should be included. 

Delegates adopted a resolution opposing the use of Medi- 
care funds to pay "any resident, fellow, intern or other 
house officer in similar status who is participating in a 
training program." Hospitals have recently been agitating 
for a slice of the Medicare budget. This practice, the 
profession contends, would give impetus to the improper 
corporate practice of medicine by hospitals and other 
nonmedical bodies. 


> President Malcom E. Phelps_and Dr. Hugh H. Hussey, GP's 
medical editor, recently named to a special USPHS committee 


to study the new Far East influenza epidemic, attended a 
June 10 emergency meeting called by Surgeon General LeRoy 
E. Burney. The announced purpose of the meeting was to con- 
sider ways to combat the virus if it reaches this country. 

The virus, termed "Far East 57," is antigenetically dif-— 
ferent than any previously identified virus. Although ill- 
ness usually lasts only three or four days, it struck 60 
per cent of the Manila population with the mortality rate 
reported as high as 5 per cent. The Army has ordered a 
large supply of Far East 57 vaccine. 

Every precaution is being taken at West Coast entry ports. 
The luxury liner S. S. Cleveland was recently delayed sev- 
eral hours while USPHS officials interrogated passengers 
who had recovered from the disease. 

The epidemic has so far hit more than 750,000 people in 
the Philippines, India and Japan. 


Smoking Linked 
To Lung Cancer 
Delegates Accept 
Progress Report 
Social Security 
me Plan Rejected 
é 


Irving N. Berlin, M.D., assistant clinical professor of psychiatry at the Univer- 
sity of California School of Medicine, is author of ‘Experiences in Child Psychia- 
try.” Dr. Berlin is a graduate of the University of California School of Medicine 
and served during World War II as a psychiatrist with the U.S. Army. Currently, 
he is attending child psychiatrist in charge of training at the Langley Porter 
Clinic. Dr. Berlin is also doing research in childhood schizophrenia as well as 
maintaining a private practice in adult and child psychiatry. As hobbies, Dr. 
Berlin claims photography, jewelry design and craft. Page 82 


George Crile, Jr., M.D. is head of the department of general surgery at the 
Cleveland Clinic Foundation. Dr. Crile attended Yale University and graduated 
from Harvard Medical School in 1933. During the second World War, he was 
commissioned a lieutenant in the Navy and served on active duty until 1945. Dr. 
Crile is author of ‘The Treatment of Nodules in the Thyroid” an article which 
emphasizes the rarity of malignant change in thyroid nodules and the fallacy of 
removing all thyroid nodules. Dr. Crile is a member of the American Goiter As- 
sociation and a fellow of the American College of Surgeons. Page 78 


Edward S. Lamont, M.D., a specialist in plastic and reconstructive surgery, 
graduated from the University of California, San Francisco, in 1933. Dr. Lamont 
then took postgraduate studies at Washington University, St. Louis. Currently, he 
is senior attending plastic surgeon, Los Angeles County Harbor General Hospital, 
Plastic surgeon to the Saint John’s Hospital, Cedars of Lebanon Hospital, 
Temple Hospital and the Santa Monica Hospital. He is author of this month’s 
article ‘Plastic Surgery—Some General Principles,” which describes all surgery 
in one sense as plastic surgery. Page 89 


Henry B. Mulholland, M.D. and Norman Thorton, Jr., M.D. are coauthors of 
**Pregnancy and Diabetes.” Dr. Mulholland is professor of internal medicine and as- 
sistant dean of the school of medicine, University of Virginia. He graduated from 
the University of Virginia Department of Medicine and in 1923 worked with Dr. 
Chester M. Jones doing clinical research on diabetics at New England Deaconess 
Hospital. Dr. Mulholland then studied abroad in Germany, France, Denmark and 
England, returning to the university as associate professor of medicine. He is vice 
chairman of the council on medical service, AMA, and chairman of the com- 
mittee on geriatrics. Page 74 


Cletus W. Schwegman, M.D., assistant professor and lecturer in surgery at 
the University of Pennsylvania Graduate School of Medicine, is author of ‘Man- 
agement of Injuries of the Hand.” Dr. Schwegman graduated from Cincinnati Col- 
lege of Pharmacy in 1933. He then received his B.M. degree from the University 
of Cincinnati in 1939 and his M.D. in 1940 from the college of medicine. He is 
the author of 11 articles published since 1949 concerning the various aspects of 
surgery, particularly in the colon, intestines, bladder, esophagus as well as treat- 
ment of cancer and allied diseases in these areas. Page 98 
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Orinase 
Prescription 
Information 


Dosage: Patients responsive to Orinase 
may begin therapy as follows: 


First day 


scm 


Second day 


| 
2cm  @OOS 
Third da 
1 Gm. 0 | 
Usual maintenance dose 1 Gm. | 
(must be adjusted to patient’s response) | 
To change from insulin to Orinase: 
If previous insulin dosage was | 
less than 
40 u./day . . . reduce insulin 30% to | 
50% immediately; | 
gradually reduce insulin 
dose if response to | 
Orinase is observed. 
more than | 
40 u./day . . . reduce insulin 20%, | 
immediately; carefully 
reduce insulin beyond | 
this point if response to 
Orinase is observed. | 
In these patients, 
hospitalization should be | 
considered during the 
transition period. | 
Caution: During the initial “test” period 
(not more than 5 to 7 days), the patient 
should test his urine for sugar and 
ketone bodies three times daily and 
report to his physician daily. For the first | 
month, he should report at least once | 
weekly for physical examination, blood 
sugar determination, and white cell | 
count (with differential count, if 
indicated). After the first month, the | 
patient should be seen at least once a 
month, and the above studies carried out. | 
It is especially important that the patient, | 
because of the simplicity and ease of 
administration of Orinase, does not 
develop a careless attitude (“cheating” 
on his diet, for example) which may 
result in serious consequences and 
failure of treatment. 


Supplied: In 0.5 Gm. scored tablets, 
bottles of 50. 


Complete literature available on request. 


THE UPJOHN COMPANY 
| Upjohn | KALAMAZOO, MICHIGAN 


now available... 
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LETTERS FROM OUR READERS 


Unsigned | ‘ters to the publishers or the editors are ignored. However, the anonymity 
of authors «, letters published in this department will be preserved upon request. 


Takes Issue on Vaccine Quotations 


Dear Dr. Hussey: 

I am writing in reference to an article by Dr. W. H. 
Lipman, “Allergic Reaction to the Salk Poliomyelitis Vac- 
cine,” which appeared in the February GP, pages 94 to 98. 

As author of one of the articles to which Dr. Lipman re- 
ferred on several occasions, I feel obligated to attempt to 
correct some of the erroneous impressions created by him 
through the improper quoting of data from my article. 

In my article, ‘Considerations of Special Interest to the 
Allergist on the Composition and Production of Poliomye- 
litis Vaccine,” which appeared in Annuals of Allergy, 
14: 349-359 (July-August), 1956, I believe you will find 
several instances, as described below, of purportedly direct 
quotations that in some cases are inaccurate and in others 
are incomplete; thus the full meaning of the original text 
is not presented. 

As you will note, my description of the composition of 
poliomyelitis vaccine concerned Wyeth Vaccine only. This 
point is clearly established on page 350 but never men- 
tioned by Dr. Lipman. 

In the second paragraph on page 95 of Dr. Lipman’s ar- 
ticle it is stated: “Bierly pointed out that, in addition to 
minute fractions of kidney protein, horse serum in 1 part 
to 5,000,000 parts is also present in each cubic centimeter 
of Salk vaccine.” Here, as mentioned above, I was referring 
only to the Wyeth product, and you will note that I con- 
stantly refer to the calculated horse serum content as less 
than 1 part in 5,000,000. It is also emphasized that this 
maximum calculated figure does not account for any loss 
which might occur during the later stages of processing 
of the virus fluids. 
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In this same paragraph, it is stated: “Very minute 
amounts of streptomycin, neomycin and formaldehyde, as 
well as phenol, are present.” Poliomyelitis vaccine contains 
phenol red (phenolsulfonphthalein) in a concentration of 
0.002 per cent. It does not contain phenol. 

He continues, “Furthermore, polymyxin and dihydro- 
streptomycin are being used by some manufacturers.”’ At 
this writing, Wyeth is the only manufacturer who has sub- 
stituted polymyxin for penicillin in certain stages of proc- 
essing, as described on pages 351 and 352 of my article. 

The next three sentences in this same paragraph (the 
first beginning with “‘Bierly further states” and the third 
ending with “. . . or Rh sensitization”) are all enclosed 
in the same quotation marks but none of the three are direct 
quotations. These supposed quotes are taken from widely 
separated paragraphs and the full significance of the origi- 
nal text is not presented. 

The last sentence of this paragraph is: “‘Bierly also 
states: ‘Nevertheless, it must be remembered that anaphy- 
lactic reactions have been reported following injection of 
extremely small doses.’” This sentence, quoted from a 
paragraph in my paper concerning reactions to penicillin, 
is included by Lipman in a paragraph discussing the com- 
position of poliomyelitis vaccine. This leads the casual reader 
to believe that anaphylactic reactions have been reported 
following the administration of extremely small doses of 
poliomyelitis vaccine. To our knowledge, no such reports 
have appeared. 

The following is quoted from the paragraph beginning 
at the bottom of page 95 and continuing on page 96: “He 
(Feinberg) also reported the possibility of primary sensiti- 
zation to 0.003 unit of penicillin per cc. and stated . . .” 
The 0.003 unit per cc. figure (which represented the maxi- 
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when effective dosage in hypertension 
is difficult to establish and maintain 


Many hypertensive patients ‘escape’ 
the therapeutic effects of medication 
regardless of the hypotensive agent 
used. This problem is further compli- 
cated when the drug’s potency varies 
with different manufacturing lots. 


With Veralba-R, however, contin- 
ued response to effective dosage can 
be expected in most cases. Chemical 
assay of Veralba-R insures constant 


potency from lot to lot. Once Veralba-R 
dosage is established for the individ- 
ual patient, there is seldom any need 
for dosage adjustment. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


!PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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mum possible penicillin content of finished Poliomyelitis 
Vaccine, Wyeth) is a calculation by us and this figure is 
not mentioned in the Feinberg references cited. Indeed, 
this information had not been made public by Wyeth 
Laboratories at the time either of the Feinberg articles was 
published. 

Finally, the data presented in Tables 1 and 2, the dis- 
cussion thereof that follows, and the manner in which the 
impressions and conclusions are drawn from these data are 
confusing. After analyzing the data in the tables on the 
basis of the explanation available in the text, it appears 
to me that (1) the two groups of patients are not comparable, 
(2) the two groups were not analyzed in the same manner, 
and (3) the data fail to support the conclusions. 

M. Z. Brerty, JR., M.D. 
Medical Department 
Wyeth Laboratories 
Philadelphia, Pa. 


Dr. Bierly’s letter was forwarded to Author Lipman for a 
reply. He submitted the following answer.—Mepicat Eprror 


Dear Dr. Bierly: 

Let me hasten to assure you that there was no intent 
to create any erroneous impressions or to improperly quote 
you. If such inaccuracies occurred, they were inadvertent 
and I am sorry that they escaped my editorial scrutiny. 

I assumed that the Salk vaccine was made under a license 
to a number of manufacturers and, therefore, failed to men- 
tion that your composition concerned the Wyeth Vaccine 
only. The same holds true for my omission of polymyxin 
and dihydrostreptomycin. I regret these omissions. The 
“phenol red” (phenolsulfonphthalein) was a typographical 
omission which I failed to catch. However, you will admit 
that all of the Salk vaccine, by whatever manufacturer, 
does contain various small amounts of penicillin. 

The fact that I did not mention the complete paragraphs 
of your paper, did not, in my opinion, alter the significance 
of the original text, and to have included these paragraphs 
would have lengthened the paper without necessity and 
without adding to the paper. 

I do not believe, as you do, that my quote of your paper 
“Nevertheless, it must be remembered that anaphylactic 
reactions have been reported following injection of ex- 
tremely small doses,” leads the casual reader to believe that 
anaphylactic reactions have been reported following the 
administration of extremely small doses of poliomyelitis 
vaccine ; and my quote of your paper was not thus intended. 
I did mention that other workers, namely, Siegel, Crump, 
Feinberg, and Wiener noted the possibility of primary sen- 
sitizations and/or reactions from extremely small doses of 
penicillin, and I stand by that statement. Several other of 
my colleagues in the field of allergy have (since the publica- 
tion of my paper) voiced similar verbal opinions at our 
allergy meetings. Dr. Feinberg’s remarks are quoted from 
the International Letters of Allergy, Vol. XXIII, p. 89. 

I regret that you find the impressions and conclusions 
drawn from my data confusing. This is, of course, purely 
your personal opinion, and since the publication of this 
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paper, I have received no other adverse comments. How- 
ever, at a later date, as soon as I have sufficient time to go 
over my protocols in detail again, I shall try to explain 
some of your queries. In the meantime, I regret that you 
imply that I made deliberate misquotations, erroneous state- 
ments, etc. This was not my intent, and I am sorry that you 
interpret my remarks as such. I am of the opinion that the 
readers of my paper will not misinterpret what to me seemed 
to be honest and minor errors, not intended to mislead, and 
of little consequence insofar as final conclusions are con- 
cerned. If I have offended you personally, I am truly sorry. 
H. Lipman, 
Kenosha, Wis. 


Rebuttal from Sweden 


Dear Sirs: 

I should like to get a photostat of the article from North- 
west Medicine 55 :7:763, 1956, which GP published on page 
146 in its March issue. 

I plan to discuss in GP the reliability of some conclu- 
sions Dr. John Butler from Idaho drew concerning mental 
health in Sweden based on some conditions he observed 
during a very short visit in my home country. 

Since my visit in the U.S. five years ago I have been sub- 
scribing to GP through my bookseller and it comes to Swe- 
den every month. Most of the content in GP is of a very 
high intellectual standard. 

LENNART SANDBERG 
Eksjo, Sweden 


View on Review 


Dear Sirs: 

I have just finished reading a copy of Dr. Wallace Yater’s 
book review, published in GP, of my book, The Psychosomat- 
ic Genesis of Coronary Artery Disease. 

I wish to thank him for this generous review. I am most 
grateful for friends like him who have taken the time and 
effort to read and comment on my book. 

Don Car1os PEETE, M.D. 
Kansas City, Mo. 


Required Reading 


Dear Sirs: 

Enclosed is a check for $10 for a subscription to GP. 
I have been an enthusiastic reader of GP and feel as a 
clinical instructor in nursing I need to have a personal 
subscription for articles to file and use in my teaching. 

If available, I would like to have a reprint of the article 
by Dr. Marc Hollender on “The Colostomy Patient” as 
it appeared in the February, 1956 GP. This article has 
helped me understand in a much better way the psycho- 
logic problems of the patient with a colostomy. I have re- 
quired that my students read it. 

Anna MAE CHARLES, R.N. 

Goshen College School of Nursing 
Goshen, Ind. 


new...simple... effective... topical therapy 


Clinical evidence shows Sterisil Vaginal Gel 
to be highly effective not only against Trich- 
omonas and Monilia, but against the newly 
discovered pathogen Hemophilus vaginalis 
(now believed to be the etiologic organism 
most frequently responsible for so-called “non- 
specific” vaginitis and leukorrhea).* 


High tissue affinity of Sterisil assures prolonged 
antiseptic action; vaginal secretions are less 
likely to remove Sterisil from the site of appli- 
cation. Sterisil is also more convenient for the 
patient. Fewer applications are required for 
successful treatment. 


Acceptable to patients, Sterisil Vaginal Gel is 


_easily applied, won't leak or stain, requires no 


pad. Signs of local or systemic toxicity or 
sensitization have not been reported. 


Dosage: One application every other night until 
a total of 6 has been reached. This treatment 
may be repeated if necessary. 


Supplied in 1% oz. tube with 6 disposable 
applicators. Instructions for use are included 
with each package. 


*Gardner, H. L., and Dukes, C. D.: Am. J. Obst. & Gynec. 
69:962 (May) 1955. 


STERISIL VAGINAL GEL 


Brand of hexetidine 


WARNER-CHILCOTT 


a" in the treatment of vaginitis 

7 


Prophylactic and therapeutic control of water 
retention in toxemia of pregnancy may be 
effectively maintained by DiAMox. 


D1AMox is a highly versatile diuretic, effective in the 
mobilization of edema fluid and in the prevention 
of fluid accumulation—with transient, readily 
reversible, blood electrolyte changes. 
Well-tolerated orally, a single dose is active for 

6 to 12 hours, offering convenient daytime diuresis 
and nighttime rest. 

D1AMoxX is of proven value in other conditions 

as well, including cardiac edema, acute 

glaucoma, epilepsy, premenstrual tension. 

Ease of administration, low toxicity, lack of renal 
and gastrointestinal irritation make its use 

simple and singularly free of complications. 
Supplied: scored tablets of 250 mg. (Also in 
ampuls of 500 mg. for parenteral use). 


i 

LEDERLE LABORATORIES DIVISION 

AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


ACETAZOLAMIDE LEDERLE 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Gunnar Gundersen, M.D. 
AMA President-elect 


PAsT CHAIRMAN of the AMA board of trustees, Dr. Gunnar Gun- 
dersen was chosen president-elect of the AMA at its recent June 3 
meeting in New York City. Dr. Gundersen is also a member of the 
Council of the World Medical Association and was charter chair- 
man of the Joint Commission on Accreditation of Hospitals for 
two years. He is a founder member of the Wisconsin Surgical 
Society and preceptor-in-charge of medical students from the 
University of Wisconsin at the La Crosse Lutheran Hospital. In 
1953 he received the council award of the State Medical Society 
of Wisconsin. Dr. Gundersen received his B.S. degree from the 
University of Wisconsin and his M.D. from the College of Physi- 
cians and Surgeons, Columbia University, New York. He com- 
pleted his internship and residency at the La Crosse Lutheran 
Hospital and has been practicing surgery since 1920. He is a 
member and cofounder of the Gundersen Clinic. 


Francis C. Brown, LL.B. 
APMA President-elect 


Francis C. Brown, lawyer and corporation executive, was recently 
chosen president-elect of the American Pharmaceutical Manufac- 
turers Association. Mr. Brown is also president of the Schering 
Corporation in Bloomfield, N.J. From 1924 to 1933 he was in pri- 
vate law practice in San Francisco and later served as counsel in 
charge of drafting the Banking Act of 1935. Mr. Brown has also 
been counsel solicitor and general counsel to the Federal Deposit 
Insurance Corporation and special adviser to the Alien Property 
Custodian. In the business world, he is director of the National 


Newark and Essex Banking Company, American and Foreign 
Power Company, a trustee of the National Foundation for Infantile 
Paralysis, Georgia Warm Springs Foundation and Truman Library. 
This year Mr. Brown also received the honorary degree of Doctor 
of Laws from Georgetown University, Washington, D.C., his 
alma mater. 
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Tom D. Spies, M.D. 


A Distinguished Service Award 


ONE OF THE HIGHEST HONORS of medicine, the distin- 
guished service award of the AMA, was awarded June 3 
to Academy member Dr. Tom D. Spies. Dr. Spies is 
head of the department of nutrition and metabolism at 
Northwestern University Medical School, Chicago, and 
director of the nutrition clinic at Hillman Hospital, 
Birmingham, Ala. Dr. Spies was chosen for his out- 
standing contribution to the science of human nutri- 
tion. The award carries with it a gold medal and cita- 
tion of the doctor’s services to medicine and humanity. 
Over a period of years, Dr. Spies has done remarkabie 
work on deficiency diseases. Beginning with the study 
of alcoholic pellagra at the University of Cincinnati, he 
went to the Hillman Hospital, when the pellagra death 
rate was high. In Birmingham, he has expanded his 
work from a study of the one disease to a general 
evaluation of nutritional deficiencies among the South- 
ern poor. Through the years, Dr. Spies has received 
numerous honors from medical groups, universities, 
government and professional organizations. He has 
been honored several times by Cuba and Puerto Rico 
for his research in nutrition and metabolism and his 
contributions toward eradicating tropical sprue. Dr. 
Spies and his associates have not only stopped the 
ravages of pellagra in this country but have made en- 
demic sprue nonexistent in Cuba and Puerto Rico. He 
is described as “‘a physician dedicated to his work with 
a great deal of human kindness in his heart.” 
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ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance, Maximum 
hours listed when available. 


*Jul. 24-26. University of Tennessee, course in surgical 
management of acute injuries, Memphis. (20 hrs.) 

Jul. 29.-Aug. 2. Department of the Army, course on 
management of mass casualties, Brooke Army 
Medical Center, Fort Sam Houston, Tex. 

*Aug. 1-3. Celorado chapter and St. Joseph's Hospital, 
annual postgraduate clinics, St. Joseph's Hospital, 
Denver. (20 hrs.) 

*Aug. 13. St. Lowis University, course for general 
practitioners on roentgen diagnoses of carci- 
noma of the lung, Francis Hospital, Washington, 

* Mo. (2 hrs.) 

Aug. 19-31. Michael Reese Hospital, course in electro- 
cardiographic interpretation for graduate physi- 
cians, daily, Chicago. 

*Aug. 20-Sep. 9. Duke University, postgraduate medi- 
cal cruise seminar, aboard M.S. Stockholm to 
Edinburgh, Oslo and Copenhagen. (30 hrs.) 

Sep. 8-13. American Congress of Physical Medicine and 
Rehabilitation, 35th annual scientific and clinical | 
session, Hotel Statler, Los Angeles. 

Sep. 9. University of Cincinnati, one week course in 
radiation for industrial physicians and lawyers, 
Cincinnati. 

Sep. 9-11. Georgia, Florida, South Carolina and Ala- 
bama Medical Associations, obstetric and pediatric 
seminar, Daytona Beach, Fla. (18 hrs.) 

Sep. 9-14, Department of the Army, course on manage- 
ment of mass casualties, Walter Reed Army 
Institute of Research, Washington, D.C. 

*Sep. 10. St. Louis University, course for general practi- 
tioners on diagnoses and treatment of cancer in 
the oral region, Francis Hospital, Washington, 
Mo. (2 hrs.) 

*Sep. 12. Missouri chapter, general practice posigraduate 


*Sep. 13-14. Nebraska chapter, annual meeting, Omaha. 
Sep.13-14. Caleasieu Parish (Lovisiana) Medical Society, 
11th annual Southwest Louisiana Graduate Medi- 

cal Assembly; Majestic Hotel, Lake Charles. 

Sep. 14-15. Pennsylvania Heart Association, annual 
convention, Pittsburgh. (8 hrs.) 

*Sep. 14-21. Idaho chapter, annual meeting, Turf Club, 
Twin Falls. 

*Sep. 15-17. Wisconsin chapter, annual meeting, Mil- 
waukee Auditorium, Milwaukee. 

*Sep. 16. Vermont chapter, annual meeting, The Balsams, 
Dixville Notch, N. H. 

*Sep. 17-19. Ohie chapter, annual meeting, Franklin 
County V. A. Memorial, Columbus. 

*Sep. 18-19. Mississippi chapter, annual meeting, Hotel 
Heidelberg, Jackson. : 

*Sep. 21. American Academy of General Practice, Sym- 
posium on Infectious Diseases, Battenfeld Audi- 
torlum, Kansas University Medical Center, Kansas 
City, Kan. (5 hrs.) 


CONTINUED ON PAGE 189 
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muscular pain 


depression 


for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (44 gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.’~* 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 


vigor, enhances mental alertness, helps to correct 
*Purified thyroid globulin 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 


PLESTRAN 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Syndicated Rhythm 


Few PHYSICIANS are regular readers of the syndicated 
newspaper articles that proffer advice about health. So, 
the chances are that the medical profession didn’t 
notice an item released on February 27, 1957, by the 
Bell Syndicate, Inc. On that day, Dr. Peter J. Stein- 
crohn wrote about “Finding a Qualified Doctor,” and 
you will be interested in what he had to say. 

Dr. Steincrohn’s pronouncements on the subject 
were stimulated by a note from “Mr. A. Z.”’ who wrote, 
“Being a regular reader of your column I am now turn- 
ing to you for advice. Would it be possible to send me 
a list of the doctors in Chicago whom you would con- 
sider qualified ?”” 

Dr. Steincrohn was constrained to answer that ques- 
tion at considerable length. He began by commending 
Mr. A. Z.’s question. “Too many people,” he wrote, 
“are careless in their choice of the ‘right doctor for the 
right thing’.”” Then he went on to advise his readers 
how to find that “right doctor.” Stripped of verbiage, 
he proposed that anyone seeking a doctor should pro- 
ceed as follows: 

1. Make a diagnosis of his own illness. 

2. Having made the diagnosis, select the type of 
specialist who would be most proficient in treating 
that illness. 

3. Get the names of qualified specialists from a “‘re- 
liable source” such as: 

a. The secretary of a local medical society, or 
b. The superintendent of the local hospital. 

As an afterthought, Dr. Steincrohn recalled: ‘There 
are many doctors unlisted as specialists ... who are 
very good medical men.” But he warned his reader, 
“You have less chance of going wrong when you choose 
from a list of men on whom the profession itself looks 


with favor.” 
2 
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Apparently Dr. Steincrohn believes that he has edu- 
cated his regular readers so well that they are capable 
of self-diagnosis. It is evident also that he just wouldn’t 
feel right if one of his regular readers were to be at- 
tended by a nonspecialist physician. 

At the very end, Dr. Steincrohn told Mr. A. Z., 
“Ideally, you should have a good general practitioner 
to advise you in all medical matters.” But, like the 
pardon to the hanging man, that final message was 
quite irrelevant. E 

If the syndicated Dr. Steincrohn were a forthright 
man, he might have replied to Mr. A. Z.: “No, it 
would not be possible for me to send you a list of 
Chicago doctors whom I consider qualified. Ideally, 
you should have a good family physician to advise you 
in all medical matters.” But if he wrote such simple 
answers, they would hardly fit the syndicated rhythm. 
He might become unsyndicated. 


Nodules in the Thyroid 


SOME SURGEONS have expressed the view that nodules 
of the thyroid gland should be extirpated more or less 
routinely. That policy is based on the thoughts that 
(1) a distinction cannot be made clinically in all cases 
between nodules that are malignant and those that 
are benign, (2) benign nodules have a tendency to 
“turn” malignant, (3) one in every 30 thyroid glands 
contains a microscopic cancer, and (4) the prevention 
of death from thyroid cancer depends upon surgical 
removal of nodular goiters. 

In this issue of GP, Crile presents quite an opposite 
view. He notes that there is little evidence that a 
benign thyroid nodule often becomes malignant. Most 
nodules are either entirely benign or entirely malig- 
nant. Of the malignant ones, about 60 per cent are 
papillary carcinomas—malignant tumors that behave 
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in a remarkably benign fashion. To his way of think- 
ing, removal of an apparently normal breast would 
give more protection against cancer than removal of a 
nodular goiter. 

The fact is that not many people die of thyroid 
cancer. Crile puts the annual death rate at six per 
million people. He adds, ‘‘Five of these six deaths are 
caused by cancers of high malignancy that occur for 
the most part in people who were not aware of a pre- 
existing goiter, or in cases in which metastasis was the 
first sign of the disease. This leaves only one person 
per million in whom early removal of the cancer could 
have a chance of altering the course of the disease.” 
In order to accomplish that result, he estimates that 
50,000 operations would have to be done. (Nodules 
are palpable in the thyroid gland of one of every 20 
people.) Fifty thousand operations to prevent one 
cancer death is a large order, especially since one 
might expect at least 50 deaths as a result of the com- 
plications of the operations. 

Having shown the fallacy of indiscriminate surgical 
treatment of nodules of the thyroid, Crile presents the 
alternative—a plan of treatment that includes surgery 
only for specific indications discovered in individual 
patients. For other people having nodular goiters, he 
advocates administration of desiccated thyroid for the 
purpose of reducing the tendency to thyroid hyper- 
trophy and hyperplasia. 


The Nature of the Mind 


IN HIS ARTICLE, “Chemistry of the Brain,” in Science 
for April 19, 1957, Irvine H. Page humbly approaches 
a question that has vexed mankind since earliest times: 
What is the mind? As he views the question, ‘The 
nature of the mind is no clearer today than it was when 
the problem was propounded by the early philoso- 
phers.” 

Page cites the curious lack of interest that has 
marked the attitude of many neurologists and psychia- 
trists toward neurochemistry. Then he goes on to de- 
scribe the progress that has recently been made in this 
field. His review of one of the psychotomimetic drugs— 
lysergic acid diethylamide—has particular signifi- 
cance. 

Lysergic acid diethylamide had been synthesized in 
1938. Yet, it was not until 1943 that the strange hal- 
lucinogenic properties of the agent were discovered— 
quite by accident. Since then, it has been learned that 
minute quantities of this compound elicit profound 
psychobiologic effects. 

Still later, interesting relationships between lysergic 
acid diethylamide and serotonin were suggested. The 
latter substance is normally present in very considerable 
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amount in brain tissue. It may well be that the con- 
centration of serotonin has much to do with maintain- 
ing normal mental function and that it is an antagonist 
for hallucinations caused by lysergic acid diethylamice. 

In reviewing the investigations of these compouncs, 
Page is encouraged to believe that “the intellectual 
ice has been broken and the problems of neurochems- 
try are taking form.” But he warns that the probleins 
are far from being solved. ‘Psychiatric research of the 
chemical sort must,” he adds, “go the long, hard way.” 

Page notes that the chemical approach to the brain 
may have been shunned because of an unconscious fear 
that it casts doubt on the presence of Divine inspira- 
tion. However, he is firmly convinced that neuro- 
chemical research should be pursued to the utmost. 
Not that he is sure that the answer to the nature of 
thought will thus be found. Indeed he admits that 
materialistic science may not have the methods for 
that purpose. 

At the very end of his article, the author states a 
credo that might well be adopted for all scientists. 
He proclaims... “the necessity to include in the 
philosophy of biology both those material attributes 
which are our science and those immaterial attributes 
which are our values. It is the amalgamation of the two 
that will close the abyss, which has so destructively 
separated science from humanity as to make it appear 
the enemy of man and the enemy of God. In our hearts 
we know it is neither.” 


Yesterday's Communist 


There was a time, not many years ago, when anyone 
who advocated the “redistribution of wealth” was a 
**dirty communist.” The word “communist” was tossed 
about with little regard for its precise definition. But it 
was a “bad” word and “communists” were “‘bad” peo- 
ple. The word itself was a derogation. The dictionary 
definition didn’t seem at all important. Through asso- 
ciation, the word had become a symbol. A “communist” 
was any person who didn’t subscribe to Americanism. 
He was a person not much impressed by free enter- 
prise, freedom of opportunity, and the formerly tradi- 
tional American way of life. 

Before too long, the designation backfired. Anyone 
who used it was promptly termed a “rabble rouser” or, 
worse yet, a “McCarthyite.” He was also a “namecaller” 
—and that was very bad. To counter this, yesterday’s 
communist” became a “slightly pink” or “‘left of cen- 
ter” person. Same person; different terms of reference. 

This is a two-way phenomenon. The person who 
shows symptoms of conservatism is today termed a 
“reactionary.” Few semanticists feel that this is the 
perfect word. It doesn’t seem quite right to hang the 
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“reactionary” tag on a man who simply reaffirms 
democracy. 

In any event, we’ve now gone one step further. 
We’ve dropped the “slightly pink” designation and, 
reverting to a noun, adopted “social welfarite.” It’s 
been an interesting transition. 

But somewhere along the winding, semgntic strip, 
we've overlooked a phenomenon. We first used ‘‘com- 
munist”’—a very ugly, unnice word. Then we switched 
to “slightly pink” or “‘a little left of center.”” These 
were not nearly as objectionable. Now we tacitly prefer 
“social welfarite.” Who stops to think that we’re séill 
talking about the same persen ? 

Some words are nicer than others. The man who’ll 
sit still for “eccentric” goes into a rage at “neurotic.” 
He’s still the same person. Precise meaning isn’t 
always important; circumstances play their part. 
George Washington Carver, for example, is almost 
always a “Negro.” The less flattering synonyms aren’t 
commonly appropriate. 

The point to remember is that today’s “social wel- 
farite” was yesterday’s “communist.” He hasn’t 
changed. He comes in the same sizes and shapes—but 
with an ever-changing label. His father wanted to 
“soak the rich;” he wanted to “redistribute the 
wealth;” and his son wants to “provide security for 
all.” Same melody; different lyrics. It’s an interesting, 
provocative world. 


Prevention of Surgical Wound Infections 


DuRING ONE WEEK in 1955, there were seven cases of in- 
fection of surgical wounds at Huggins Hospital in 
Wolfeboro, New Hampshire. Taken at face value, that 
event may seem to have little or no significance. Yet, 
the fact is that it set off an investigation that has ex- 
traordinary interest for most physicians. 

As reported by Adams in the New England Journal 
of Medicine for April 4, 1957, the sudden increase in 
wound infections at Huggins Hospital demanded at- 
tention. When the techniques then used for prevention 
of infections were appraised, Adams found “errors of 
concept and- method that are duplicated in most hos- 
pitals.”” There were obvious possibilities for contami- 
nation of surgical wounds from many sources—the pa- 
tient’s own skin, the hands of the operating team, the 
air of the operating suite, and the environment of the 
surgical wards. 

“Aseptic” technique has long included attempts to 
sterilize the patient’s skin. When Adams analyzed the 
methods at his hospital, it was obvious that they were 
ineffectual. The chief deficiency was in the skin scrub 
—a perfunctory one- or two-minute job that made 
little difference in the bacterial population. This was 
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changed, with satisfactory results, to a ten-minute 
timed scrub with antiseptic soap and water. The rou- 
tine for preparation of the hands of members of oper- 
ating teams was found to need similar tightening. 

The air of the operating suite was loaded with bac- 
teria, but there was no fault with the ventilating system. 
It was delivering essentially sterile air. This was easy 
to prove. Plates of culture medium were exposed under 
varying conditions. During the quiet period of a holi- 
day, the plates remained uncontaminated. Indeed, 
there was evidence that the air-conditioning system 
helped to keep bacterial counts down. Only when peo- 
ple were using the suite did bacterial colonies appear. 
And it was the people themselves who fostered air 
contamination. Simple air turbulence as a result of 
people’s movements was excluded as a factor when it 
was shown that turbulence created by an electric fan 
during a “quiet” period left culture plates essentially 
pure. 

Since operating rooms are made to be used, it was 
apparent that changes were needed in the ceremonies 
of purification of personnel and in techniques of mask- 
ing and gowning. The bacterial content of corridor air 
was an important consideration. There were more bac- 
teria in the corridor than in the rooms of the operating 
suite. That fact emphasized not only the need to keep 
unwarranted traffic out of the corridor but also the 
desirability of having personnel properly shod, clothed 
and masked before letting them enter the area. Further 
reduction of bacterial contamination was achieved after 
equipment was installed for ultraviolet radiation of the 
air of the operating rooms. 

In the ward areas of the hospital, methods of post- 
operative care were revised. Patients with septic wounds 
were segregated in order to minimize the risk of cross- 
infection or cross-contamination. For all patients, tech- 
niques for wound examination and dressing were 
brought closer to an antiseptic ideal. 

Finally, the prophylactic use of antibiotics was 
banned. This step was taken with the full knowledge 
that the total effect of antibiotic agents has been bene- 
ficial. However, it was recognized that prophylactic 
use carries two dangers. It encourages less meticulous 
surgical technique, and it leads to the appearance in 
the hospital environment of antibiotic-resistant bac- 
teria. 

Adams reported that the installation of all these 
changes has drastically reduced the prevalence of 
wound infections at Huggins Hospital. For the careful 
reader, there is more to this experience than first 
meets the eye. The conditions that favored wound in- 
fection had existed for some time before a miniature 
epidemic led to action. There is a lesson in that for 
physicians everywhere who are interested in good re- 
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sults of surgery. They should be stimulated by Adams’ 
report to evaluate their own hospitals before there is an 
outbreak of surgical wound infections. 

The chances are that methods for bacterial control 
need improvement in most hospitals. The fact that 
wound infections may not be prevalent in those hos- 
pitals is likely to be a tribute more to the toughness of 
the human body than to the “aseptic” techniques. 
That is no excuse for not making the techniques as 
scrupulous as possible. 


The Misuse of Transfusion 


No well-informed physician can doubt the invaluable 
contribution that blood transfusion has made to mod- 
ern medicine. Whole blood was administered occasion- 
ally by various direct methods in the early years of 
the present century, following the discovery of blood 
types by Landsteiner. It was not until the middle 
thirties, however, when citrated blood was proven ef- 
fective and safe, that the large scale use of transfusion 
became possible. During World War II an uncounted 
number of lives were saved by large, often repeated 
transfusion in field and evacuation hospitals, and by 
frequent smaller infusions during the prolonged septic 
recovery from large wounds. Following the war, blood 
in varying amounts has made modern cardiac and aortic 
surgery feasible. Without it the extensive radical opera- 
tions for advanced cancer would not be possible. 

But again the pendulum has swung too far. In many 
hospitals a 500-cc. transfusion is almost routine in any 
major operation. Among these are cholecystectomy, 
thyroidectomy and even the repair of large hernias. 
Twenty-five years ago the use of blood in such cases 
would never have been considered unless blood loss 
became excessive, or the surgery complicated. It does 
not seem likely that either the morbidity or the mortal- 
ity was affected by withholding transfusion. 

Any case in which one 500-cc. transfusion is given 
routinely probably does not need any at all. When one 
adds to this, the occasional transmission of hepatitis, 
and the occurrence of one serious transfusion reaction 
in every thousand cases, the overuse of transfusion 
appears to be a needless hazard. 


Cytologic Diagnosis of Uterine Cancer 


IN ORDER to answer the question, “How practical is 
the cervical smear in the diagnosis of carcinoma?”’, 
Nelson, Nicklas and Winship reviewed two series of 
cases they had studied. In one, the cytologic studies 
had been made selectively; in the other, routinely. 
Their report, published in Medical Annals of the Dis- 
trict of Columlia for April, 1957, will be reassuring to 
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those practicing physicians who had not adopted tiie 
cervical smear as a routine screening method for ce- 
tection of cancer. 

Nelson’s group was aware that the cervical smear 
has inherent limitations. The technique is likely to 
fail to detect cancer of the endometrium—therefore is 
not a screening test, in the usual sense, for the whole 
uterus. Moreover, in regard to the cervix, the test is 
superfluous unless the cervix appears grossly normal. 
When any suspicious lesion is present, a biopsy is 
needed regardless of the report of the cervical smear. 

From reports of the frequency of carcinoma of the 
cervix, the authors estimated that it would be neces- 
sary to examine 3,000 cytologic slides (two per pa- 
tient) in order to find one case of cancer. At a minimum 
of ten minutes for each slide, this represents an ex- 
penditure of 500 hours of the microscopist’s time. In- 
deed, in a prior study of the question, Jones had con- 
cluded that, in his series of 8,955 supposedly normal 
women, use of the cervical smear did not have statisti- 
cal significance in detection of cancer. 

In their own practices, Nelson, Nicklas and Win- 
ship found that the cervical smear revealed an occa- 
sional case of carcinoma of the uterus that otherwise 
might have been missed. However, significantly, there 
were no cases in which clinical examination was com- 
pletely normal and in which the cytologic technique 
led to a diagnosis of cancer. 

The authors commented on the false sense of se- 
curity that may develop in a patient’s mind (or a 
physician’s) when the cervical smear has been used as 
a sole screening method. They were especially criti- 
cal of the kind of program organized at the Department 
of Health, Education and Welfare to test some of the 
women employees. There the test was made by a tech- 
nician, and history-taking and a professional examina- 
tion were omitted. The employees were informed that 
“a simple vaginal smear test has been developed by 
which this kind of cancer can be detected at a very 
early stage before symptoms appear. At this early stage 
uterine cancer is practically 100 per cent curable.” 
One must agree with Nelson and his associates who 
condemned that statement as misleading and likely 
to “give the examinee a false sense of security in the 
belief that she has had an adequate examination.” 

This reappraisal of the cytologic method does not 
deprecate its value. Rather, it puts the method in better 
perspective for physicians in private practice. This is 
made clear in the authors’ conclusion: “In short, it 
seems that while the cervical smear may be considered 
a part of a completely perfect cancer detection examina- 
tion, from a practical point of view, in private practice 
at least, its selective use in conjunction with other 
carefully done standard procedures is justified.” 
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GUEST EDITORIAL 


Automobile Accidenis 


AUTOMOBILE FATALITIES now rank next to heart disease 
and cancer as the cause of death in the United States. 
Yet the apathy of the public is appalling. The use of 
safety belts in automobiles is considered one of most 
important factors in the prevention of death to car oc- 
cupants; but when one announces that he uses safety 
belts routinely, he may be greeted with amazement 
and even derision by such a remark as “Oh, do you 
drive like a hellion?” An automobile salesman told me 
recently that if safety belts were offered on cars as 
standard equipment, the public would not be bothered 
to use them. 

It is pleasing to note that at long last this attitude is 


changing. The January 26, 1957 issue of the Journal of 


the American Medical Association was devoted almost 
entirely to the subject of automobile accidents. In the 
leading article it was concluded by Woodward that 
“we must first overcome the apathy of the public, our 
legislators and traffic court judges by education. Sec- 
ond, adequate and stricter laws must be enacted, laws 
far more severe than any we now have. The speeding 
and drinking driver can then be curbed by their prompt 
and impartial administration. Third, safer automobiles 
must be provided to protect us in crashes, which seem 
to be inevitable. Fourth, a national automobile safety 
foundation should be set up to study all phases of 
automobile crashes. This foundation should be fi- 
nanced by funds from governmental agencies, insur- 
ance companies, and the automobile industry and its 
many allied companies. Crash injuries and deaths 
would then be studied from many angles, such as edu- 
cation, automobile and highway engineering, law en- 
forcement, and legal, legislative, judicial and medical 
aspects. 

“Necessary research could be ordered and financed 
and duplication of effort avoided. The foundation 
would serve as a library or repository for all pertinent 
information, and finally, as a result of its studies, safety 
on the highway would become a reality.” 

Ophthalmologic, otologic and orthopedic aspects of 
crash injuries are next taken up in the Journal. In 
discussing the “Psychological and Psychiatric Aspects 
of Highway Safety’? McFarland states that “a man 
drives as he lives,” recalling to mind “the view of the 
cardiologists, that the way a man lives in regard to diet, 
exercise, relaxation, and nervous tension determines 
how long he lives. In general, those persons having re- 


GP July 1957 


peated accidents may be characterized as having a dis- 
respect for organized authority, poor social adjustment 
and evidence of permanent or transitory emotional in- 
stability.” McFarland also reports “that accident rates 
for younger drivers are higher than would be expected 
if age were of no influence.” He submits “that the pre- 
vention of motor-vehicle accidents falls within the 
scope of preventive medicine because of the epidemic 
nature of accidental deaths and injuries and because of 
the outstanding role of host factors in causing accidents. 
The physician, because of his background in the bio- 
logical sciences, has an unusual opportunity to under- 
stand the human causes of accidents and to combine 
treatment with education in safety.” 

McFarland believes that “the most promising area 
for the understanding and control of the human fac- 
tors in accidents is that of the attitudes and personal 
adjustments of drivers.” 

Brandelone states that “great strides have been made 
in the improvement of roads, highways and motor 
vehicles. However, the human element, the major factor 
in the cause of accidents, has been neglected. It has 
been reported that one out of every 14 drivers involved 
in fatal accidents had a physical condition that could 
have been a contributing factor to the accident. Ac- 
cording to reports from 22 states, lack of sleep and 
fatigue were present in 60 per cent of-the cases, with 
defective vision, illness and defective hearing next in 
order.” He then gives in detail the recommendations of 
the committee on standards for vehicle drivers of the 
Industrial Medical Association as follows—‘this com- 
mittee divided motor-vehicle drivers into three cate- 
gories: 1) transportation vehicle operators (drivers of 
buses, trolleys, taxis and railroad engineers) ; 2) com- 
mercial vehicle operators (drivers of trucks or other 
vehicles that carry no passengers); and 3) private 
vehicle operators.” Frequency and type of medical ex- 
amination to be required for a driving license are given 
in detail for each category, with emphasis on a licensed 
physician’s certification as to physical and mental 
ability every two years or, in older age groups, every 
year. 

Editorially the Journal writes, “It is still possible to 
obtain a license by mail or without proof of identity 
of the person making the application, and without a test 
of driving ability or knowledge of the laws and rules of 
the road. Some states still regard the driver licensing as 
a source of revenue rather than a means of protecting 
the welfare of its citizens.” 

The medical profession is gradually waking up to its 
responsibilities. It is up to us now to wake up the 
public, the legislators, the registrars of motor vehicles, 
the police force and the automobile manufacturers and 
dealers. —Epwarp B. BENepict, M.D., Boston 
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IN THE MINDS of some physicians and many patients, 
pregnancy in a diabetic is still a hazardous undertak- 
ing for both mother and child. This fallacy dates back 
to preinsulin days, when diabetes was indeed a dread 
_ disorder. Nevertheless, the problem in the preinsulin 
era was not of great magnitude since, without proper 
control through the use of insulin and diet, diabetic 
women had an extremely poor chance of becoming 
pregnant. Now with modern methods of treatment, 
these women are probably just as fertile as nondiabetic 
women. 

These people are as anxious to have a baby as other 
women, and the diabetic wants her doctor to tell her 
whether she should assume the risk for herself and the 
prospective child. Too, she may be interested in the 
chances of the child developing diabetes during its 
lifetime, and this is one of the difficult questions to be 
answered. 

If two diabetics marry, the chances are great that 
this couple will have a diabetic child. If one of the 
parents is diabetic and the other has a strong family 
background, there is a good chance that the child may 
be a diabetic. If there is no family history of diabetes 
on one side and a positive family history on the other, 
the chances are more remote, but it is possible that 
some of the children may be diabetic. Strong family 
histories do increase the risk, and weak family histories 
lessen the risk. 
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During pregnancy, diabetes is likely to become 

more severe as term approaches. Complications of the diabetes 
tend to be aggravated. The infant is subject to a variety 

of hazards that account for higher than average fetal - 

and neonatal mortality. Good prenatal care is the basic means 
for reducing the various hazards. The delivery itself 

should be as uncomplicated as possible. 


Pregnancy and Diabetes 


HENRY B. MULHOLLAND, M.D. 
AND W. NORMAN THORNTON, JR., M.D. 


Departments of Internal Medicine and Obstetrics and Gynecology 
University of Virginia School of Medicine 
Charlottesville, Virginia 


Prediabetic State 


The literature is now replete with articles that show 
that some mothers have often displayed stigmas of dia- 
betes before this metabolic disease was diagnosed. 

In the prediabetic stage there is a tendency to deliv- 
ery of large infants weighing ten pounds or more. This 
tendency is distinctly above the frequency of approxi- 
mately 3 per cent for the childbearing population at 
large. Delivery of an excessive-size infant is an out- 
standing feature which should make the physician 
suspect that the patient is a potential diabetic, and the 
glucose tolerance test may prove she is a mild or latent 
diabetic. 

Other complications found in greater frequency in 
the prediabetic group are toxemia of pregnancy, still- 
births and neonatal deaths. Possibly spontaneous abor- 
tions occur more frequently. 


Hazards to the Mother 


Prior to the insulin era the maternal mortality ranged 
from 25 to 50 per cent in diabetics. Under modern 
therapy, with good prenatal care and frequent exami- 
nations during pregnancy, the risk is only 1.5 to 2 per 
cent, but definitely higher than the over-all maternal 
mortality rate of 6.1 per 10,000 live births for the 
United States. 
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In the early months of pregnancy, one usually 
notices no ill effects on the existing diabetic state. Those 
taking insulin usually get along on the same dosage 
used before pregnancy. In the later months of preg- 
nancy, the diabetes is likely to worsen, requiring more 
insulin and greater attention to diet. After delivery, an 
improvement in tolerance may take place which, how- 
ever, is often temporary. 

Diabetes of long duration increases the incidence of 
complications. If the pregnant diabetic has vascular 
disease with eye-ground changes, the problem is mag- 
nified. Most obstetricians would permit continuation of 
the pregnancy, if the mother greatly desires a child, 
although recognizing that the vascular condition might 
be adversely affected by the pregnancy. Lowered renal 
function, even if of a moderate degree, materially in- 
creases the risk in the mother, reduces the chance of 
delivery of a viable child, and may be an indication for 
interruption of the pregnancy. 

Both toxemia and hydramnios are frequently found 
in diabetics, and seemingly are more than casually re- 
lated. Spontaneous abortion may occur, and its inci- 

.dence would seem to be increased in the poorly con- 
trolled diabetic. 


Risks to the Infant 


The risk of pregnancy in the diabetic woman is not 
of great magnitude, but in spite of insulin and adequate 
medical supervision throughout pregnancy, the peri- 
natal mortality is greatly increased as shown in Table 1. 
An attempt will be made to present the divergent view- 
points of workers, with discussion of the conditions 
developing in the fetus that may result in modifying its 
normal course and may even lead to death in utero or 
to early postnatal demise. 

The factors that contribute to the high perinatal 
mortality rate are shown in Table 2. 

Jorgan Pederson believes that the fetal mortality in- 
creases with the duration of the diabetes. In his series, 
the fetal mortality was 23 per cent in patients with 
diabetes of 0 to 9 years’ duration, 30 per cent for dia- 
betes of 10 to 19 years’ duration, 45 per cent for 
diabetes of more than 20 years’ duration, and 42 per 
cent in the presence of diabetic retinopathy. 

Pederson also believes that the fetal mortality is 
lower in diabetics who are followed throughout preg- 
nancy than in those followed for only a short time dur- 
ing pregnancy. 

Our own figures in 450 pregnancies in 72 women 
indicate that spontaneous abortion is more frequent in 
the diabetic. Spontaneous abortion occurred in 12.2 
per cent of the pregnancies in the prediabetic state, 
which is about the expected frequency of abortion in 
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all pregnancies, but this complication of pregnancy 
occurred with an incidence of 21.4 per cent after the 
diagnosis had been established. Other authors report 


similar observations. 


INTRAUTERINE DEATH 


Delivery of a large macerated infant at term is one of 
the discouraging outcomes of a diabetic pregnancy. In 
our series, 26.2 per cent of the pregnancies in the dia- 
betic and 8.5 per cent in the prediabetic group termi- 
nated in deadborn infants. When this is compared with 
a deadborn incidence of 2.24 per cent for all deliveries 
in our clinic, one can see the striking hazard of this 
occurrence in the diabetic. 


NEONATAL DEATHS 


It has previously been pointed out that the infant 
born of a diabetic mother is likely to be much larger 
than average. Even though this is true, these infants 
are far from normal. In fact they are really premature 
in their general development. Much of the excess weight 
may be due to fat or edema. Many investigators have 
shown that the viscera are enlarged, particularly the 
liver and heart. 

Cyanosis may be present, and when discovered, the 
hyaline-membrane syndrome or atelectasis should be 


PERINATAL MORTALITY 


CAUSES OF INFANT LOSS 


1. Intrauterine death 
2. Trauma of delivery 
3. Poor neonatal care 
4. Congenital anomalies 
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PRENATAL CARE 


A. Meticulous regulation of diabetes 

B. Prevention of keto-acidosis 

C, Prevention of edema and hydramnios 

D. Early recognition of toxemia 

E, Early recognition of progressive renal 
impairment or infection 


F, Adyisability of hormone therapy 


CLASSIFICATION OF OBSTETRIC PATIENTS 


A. Diabetes shown by glucose tolerance test 

B. Diabetes with onset after age 20, duration 
0 to 9 years, and no vascular disease 

C. Diabetes with onset between ages 10 and 19, 
duration 10 to 19 years, and no vascular disease 

D. Diabetes with onset before age 10, duration 
20 + years, and vascular disease evidenced by 
calcification of leg arteries and retinopathy 
Diabetes with calcified pelvic arteries 

. Diabetes with nephropathy 


suspected. The trauma of delivery of the large infant is 
also one of the causes of infant loss. 

An increased number of congenital defects has been 
noted by several authors. In our own series, this phe- 
nomenon was not found, but congenital anomalies in- 
compatible with life are one of the noncontrollable 
factors in perinatal loss. 

At one time it was thought that hypoglycemia in the 
newborn might be an important factor in neonatal 
deaths. However, careful investigation has failed to 
substantiate this as a common cause of death in the 
newborn. The prevention of hypoglycemia in the 
mother during labor will probably prevent this compli- 
cation in the newborn. 

In a series reported from Denmark, abnormal T- 
wave changes were found in 11 of 25 newborns of dia- 
betic mothers. Some of these changes were thought to 
be suggestive of hypopotassemia. Heart failure has 
been noted in a few babies. 
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Management 


Any discussion of the management of the diabetic 
who is pregnant should primarily emphasize control of 
the diabetes. This necessitates frequent visits to tlie 
patient’s physician, for meticulous regulation of tlie 
diabetes by blood sugar determinations and urinalyses. 
Frequent search for vascular lesions in the retina, eval- 
uation of the blood pressure levels and careful evalua- 
tion of renal function are mandatory. Diet must contain 
adequate calories with an increased amount of protein 
(2 Gm. per kilogram of body weight) and enough carbo- 
hydrate to allow variation in the content of the diet and 
to give psychologic satisfaction to the patient. The 
need for calories can be met by fat, but it is important 
that the patient not become overweight. 

Because of the danger of hydramnios, low-salt intake 
and the daily administration of ammonium chloride as 
a routine are advocated by some. If this is followed 
rigorously, one should be on the lookout for manifesta- 
tion of the low-salt syndrome. Insulin of the mixed 
type, NPH or lente, is probably most satisfactory, and 
it is almost certain that one will have to increase the 
dosage in the latter stages of pregnancy. The funda- 
mentals in the management of the pregnant diabetic 
are outlined in Table 3. 


White and associates have obtained excellent fetal 
and maternal results in a large series of patients care- 
fully followed by them and maintained on hormones. 
The employment of hormones is based on the work 
done by Smith and Smith some years ago, who seemed 
to show that diabetic women haye an elevated serum 
gonadotrophin level and decreased excretion of estro- 
gen and pregnanediol. White and associates have advo- 
cated hormone therapy as a routine, and according to 
a classification of patients as shown in Table 4. 

Daily intramuscular dosage of stilbestrol and proluton 
are advocated for all patients, except Class A, accord- 
ing to a schedule presented by Nelson, Gillispie and 
White. This procedure necessitates a check of the 
urine for pregnanediol excretion. 

There are many others who believe that endocrine 
imbalance is not definitely proven. Therefore, they pro- 
pose that hormones are unnecessary, but they stress 
the importance of meticulous regulation of the diabetes 
throughout pregnancy. Nevertheless, although this 
group has an excellent fetal survival rate, one should 
keep an open mind in regard to the administration of 
hormones. Our procedure is not to give hormones 
routinely to pregnant diabetics. 

One of the most interesting studies of this contro- 
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versial subject is presented in a “Report to The Medical 
Research Council by Their Conference on Diabetes 
and Pregnancy.” These investigators, utilizing 71 dia- 
betic patients as a control group and 76 diabetics 
treated with oral stilbestrol and ethisterone, found no 
statistical difference in the fetal mortality in the two 
groups, nor did oral hormones as employed in the 
study have any beneficial effect on maternal health dur- 
ing pregnancy. 


DELIVERY 


Some of the problems of delivery are presented in 
Table 5. It is our belief that vaginal delivery is prefer- 
able to cesarean section. Delivery around the 37th 
week of pregnancy is advantageous in the prevention 
of intrauterine death of the fetus which occasionally 
occurs in the well-regulated and uncomplicated dia- 
betic. Labor may be induced at this stage of pregnancy 
by amniotomy when the vertex is well engaged and the 
cervix 2 cm. dilated and at least 50 per cent effaced. 
The induction of labor by intravenous Pitocin drip 
may be employed at this stage of pregnancy in selected 
patients, providing the physician supervises its proper 
administration and provided cephalopelvic dispropor- 
tion has been excluded. When the induction of labor is 
not feasible, cesarean section may be indicated, espe- 
cially in the severe diabetic. 

X-ray pelvimetry should be employed with greater 
frequency in the pregnant diabetic since large infants, 
breech presentations and hydramnios are encountered 
with greater frequency than in the nondiabetic. 

Cesarean section is indicated occasionally on the 
basis of uncontrolled toxemia or persistent keto-acido- 
sis after the child has reached viability. Abnormal 
presentations such as a large breech, or transverse 
presentation, or cephalopelvic disproportion are defi- 
nite indications for cesarean section. 

As previously mentioned, the infant of a diabetic 
mother acts very much like a premature infant and for 
this reason minimal analgesia and local or conduction 
anesthesia should be employed for either vaginal or 
abdominal delivery. 

The important factors in improving infant survival 
are outlined in Table 6. 


DELIVERY 


Vaginal, in general, and preferably around 37th week 
of pregnancy if cervix favorable for induction 


Cesarean Section 
A. Toxemia of pregnancy 
B. Large baby—(cephalopelvic disproportion) 
C. Abnormal presentation 
D. Keto-acidosis after period of viability 


Minimal analgesia and conduction anesthesia 
for either type of delivery 


Table 5. 


CARE OF NEWBORN 


Same as Premature 

. Clearance of upper respiratory tract 
Maintenance of body heat ~ 
. Oxygenation and humidification in incubator 

. Immediate aspiration of stomach contents 
Frequent manual stimulation of skin 
Prevention of hypoglycemia by proper 
management of maternal diabetes during labor 


> 


Table 6. 


In conclusion, pregnancy in the diabetic carries with 
it a minimal risk to the mother and considerable risk to 
the fetus. Nevertheless, most diabetic women should be 
permitted to have children, and the risk to mother and 
child is greatly reduced by meticulous care throughout 
the pregnancy. 


A bibliography accompanying this article is available upon re- 
quest from tne Editorial Office of GP. 


“Missing 
Information” 
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THE MOST BASIC PROPERTY of the heart is that it is a muscle, and the chief property of muscle 
is that we do not understand it. The more we know about it, the less we understand and it 
looks as if we would soon know everything and understand nothing. The situation is similar 
in most other biological processes and pathological conditions, such as the degenerative 


diseases. This suggests that some very basic information is missing.—ALBERT SzENT-GyORGYI, 
Science, 124: 873, 1956. 
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Thyroid nodules are extremely common. 


They are either entirely benign or entirely malignant, 

and most of the cancers are of the lowest order of malignancy. 

The most malignant thyroid carcinomas metastasize 

to lungs and lymph nodes before they are palpable, 

while the least malignant ones remain localized for a lifetime. 
Thus, what’s the use of removing all small 

and asymptomatic nodules of the thyroid ? 

Partial excision of multinodular goiters may even favor 

the development of cancer. The administration of desiccated thyroid 
is more rational therapy for such nodules. 


The Treatment of Nodules in the Thyroid 


GEORGE CRILE, JR., M.D. 


Department of General Surgery, The Cleveland Clinic Foundation 
and The Frank E. Bunts Educational Institute 


Cleveland, Ohio 


IN OLDER PEOPLE the development of nodules in the 
thyroid is nearly as common as graying of the hair. In 
autopsies done on patients past 45 it is difficult to find 
a thyroid gland that does not contain nodules of great- 
er or lesser size. Most of them are small and multiple, 
but 10 per cent of the women in this age group have 
nodules large enough to be palpable clinically. 

A small nodule in the thyroid is just as apt to be a 
papillary carcinoma as is a large one. The thyroid gland 
of one in every 200 people contains a grossly visible 
papillary carcinoma 1 cm. or less in diameter, and in 
one in 30, there is a microscopic cancer. Yet cancer of 
the thyroid ranks seventeenth in the list of cancers 
causing death, and accounts for only one death per 
150,000 people. Most cancers of the thyroid are not 
clinical cancers and the current anxiety about the 
danger of thyroid nodules is difficult to understand. 
Three questions immediately arise: 


What Is the Danger of Thyroid Nodules 
Being or Becoming Malignant? 


There is little evidence that benign tumors of the 
thyroid often become malignant. Neither pathologists 
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nor surgeons often see benign tumors of the thyroid in 
which there is early malignant change. Most nodules of 
the thyroid are either entirely benign or entirely ma- 
lignant. 

About 60 per cent of all cancers of the thyroid are 
papillary carcinomas and of the lowest order of malig- 
nancy. 

Most of these cancers may exist for years or for a 
lifetime without causing symptoms. It is the slowness 
or lack of growth of many thyroid cancers that has 
given rise to the mistaken belief that benign adenomas 
commonly undergo malignant change. 

The thyroid is like the prostate gland: if it is exam- 
ined carefully enough, cancer often can be found. 
Twenty-five per cent of all men over 50 years old have 
microscopic cancer of the prostate, yet only rarely does 
clinical cancer develop. Similarly, 3 per cent of all thy- 
roids removed at autopsy show microscopic cancer ; yet 
fatal cancer of the thyroid is rare. 

There are 40 times as many deaths from cancer of 
the breast as from cancer of the thyroid. Removal of an 
apparently normal breast probably would give much 
more protection against cancer than removal of a 
nodular goiter, 
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What Proportion of All Fatal Cancers of the Thyroid 
Could Be Prevented or Cured by Removal of All 
Nodules of the Thyroid? 


Survival of the patient with cancer of the thyroid 
depends not so much upon how early or how radical an 
operation is done as upon the biologic qualities of the 
tumor and of the host in which it grows. Highly ma- 
lignant undifferentiated carcinomas, adenocarcinomas 
of high malignancy, and sarcomas are almost always 
fatal, regardless of how early they are discovered or 
how radically they are treated. These tumors of the 
thyroid appear suddenly in patients more than 40 
years of age, most of whom were never aware of a pre- 
existing goiter. Eighty per cent of all deaths from can- 
cer of the thyroid occur in patients with these highly 
malignant tumors, most of which cannot be prevented 
or cured. If the death rate from cancer of the thyroid is 
to be lowered by any known methods, it must be by 
better treatment of the low-grade cancers that often 
are amenable to surgical cure. 

Most low-grade cancers of the thyroid are papillary 
carcinomas or follicular variants of the papillary. Most 
of these occur in people less than 40 years of age. If one 
includes those papillary carcinomas that are found in- 
cidentally, probably more than three-fourths of them 
would do no harm even if no treatment were given. In 
a series of 120 papillary carcinomas, I have seen only 
one which spontaneously, without having been cut into 
and disseminated by an incomplete. operation, be- 
came inoperable by reason of local invasion or metas- 
tasis to cervical nodes. Some of these tumors had been 
present for from 25 to 37 years, and still they were 
operable and had not metastasized out of the neck. 

In papillary carcinomas there is no correlation be- 
tween the size of the primary tumor or the known 
duration of the primary tumor and the extent of its 
metastases. I have seen only six patients with papillary 
carcinoma who spontaneously, without previous in- 
complete operation, developed pulmonary metastases, 
but in none of these was the primary tumor in the thy- 
roid noticed before the metastases were observed. 

In nearly half of the cases of papillary carcinoma, 
the lateral cervical metastases are the first sign of the 
disease. In 10 per cent of the cases, the primary tumors 
are so small that they are not palpable even when 
searched for. If the more malignant of the papillary 
carcinomas metastasize to lungs and to lymph nodes 
before they are big enough to be palpable, and if the 
less malignant ones tend to stay localized in the thyroid 
for a lifetime, what is the use of removing all small and 
asymptomatic nodules of the thyroid? If a nodule en- 
larges or gives a history of steady enlargement, it is 
certainly wise to remove it while it is still technically 
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easy to do so. But there is no evidence to support the 
belief that early removal of asymptomatic thyroid nod- 
ules prevents the spread of cancer. It seems reasonable 
to reserve operations for those tumors that because of 
the youth of the patient, the history, or the palpable 
characteristics of the tumor arouse suspicion of cancer. 


If All Thyroid Nodules Were Removed, Would More 
People Die of These Operations Than Would Be 
Saved from Death by Cancer? 


The annual death rate from cancer of the thyroid is 
about six in every million people. Five of these six 
deaths are caused by cancers of high malignancy that 
occur for the most part in people who were not aware 
of a pre-existing goiter, or in cases in which metastasis 
was the first sign of the disease. This leaves only one 
person per million in whom early removal of the cancer 
could have a chance of altering the course of the disease. 

Nodules are palpable in the thyroid gland of one in 
every 20 people. Assume that the risk of thyroidectomy 
were only one death in a thousand operations, a figure 
that implies a high order of specialized surgical care. 
In order to eradicate the nodules in the thyroids of a 
million people, 50,000 operations would have to be 
done. Fifty people might die as a result of complications 
of these operations, yet no more than one death from 
cancer of the thyroid could possibly have been saved 
by the sacrifice of these 50 patients. Nor would the 
development of additional adenomas or carcinomas be 
prevented by these operations unless total thyroidec- 
tomy were performed. 


A Plan of Treatment 


From the statistical point of view the statement “all 
nodules in the thyroid should be removed” is a fallacy. 
From the practical standpoint, we should continue to 
remove those nodules that are toxic, those that are 
large enough to cause symptoms of pressure, and those 
that are large enough to be of cosmetic importance. 
Operations should be reserved for those tumors which, 


' because of their occurrence in children or young adults, 


or because of their history of steady growth or because 
of their solitary nature and hard consistency, suggest 
the diagnosis of cancer. Prevention of cancer is not a 
valid indication for subtotal thyroidectomy. Indica- 
tions for operations on the thyroid should not be based 
on the statistics of the incidence of microscopic cancer 
in surgical specimens. The decision as towhether or not 
a nodule should be removed should be made on the 
basis of clinical judgment and common sense. 

If a patient has a small multinodular goiter, removal 
of part of the thyroid not only fails to give protection 
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against cancer, it may actually promote its 
development. The nodules in the thyroid de- 
veloped as part of a compensatory mechanism 
which was initiated by failure of the thyroid 
to produce an adequate amount of hormone. 
This failure stimulated the formation of thyro- 
tropic hormone, and this in turn resulted in 
the enlargement of the thyroid. 

For nearly a century it has been known that 
subtotal removal of a thyroid resulted in a 
compensatory hypertrophy and hyperplasia of 
the thyroid remnants. For years it has been 
known that in animals the thyrotropic stimu- 
lation of the thyroid that occurs with pro- 
longed feeding of thiouracil results in adenom- 
atous and finally in carcinomatous changes. 
Destruction of the function of the rat’s thyroid 
with I’ similarly causes cancer. Subtotal 
thyroidectomy subjects the thyroid remnants 
to exactly this type of stimulation by thyro- 
tropic hormone. It is not surprising therefore 
that goiters usually recur after subtotal thy- 
roidectomy and that Williams has found an 
increased incidence of cancer in the thyroid 
remnants after operations 

Total thyroidectomy with its attendant risk 
of tetany, is not an acceptable answer to the 
problem of the thyroid remnants. But there is 
a simple physiclogic solution—the administra- 
tion of desiccated thyroid. 

If patients with small multinodular goiters 
are given daily doses of 2 or 3 grains of a 
standardized noncoated U.S.P. preparation of 
desiccated thyroid, the output of thyrotropic 
hormone is reduced, the thyroid is put at rest, 
and nodular goiters stop growing or may even 
diminish in size. If an operation is done, thy- 
roid should be given anyway, to prevent recur- 
rence. It is reasonable, therefore, to treat 
small asymptomatic multinodular goiters not 
by operation but by giving desiccated thyroid. 


Medical School Construction 


A NEWS NOTE IN Science for November 23, 1956, 
states that 17 medical schools, 16 in the 
United States and one in Canada, have re- 
ported completion during 1955-56 of con- 
struction projects that cost $65 million. In 
the same period, 17 schools in the United 
States and two in Canada have undertaken 
new construction projects that will cost ap- 
proximately $45 million. 
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BASIC SCIENCE REVIEW 


The Valsalva Maneuver 


JOHN C. ROSE, M.D. 
Associate Editor, GP 


THE ciRcULATORY EFFECTS of the Valsalva maneuver - 
an expiratory effort against a closed airway—have been 
studied in detail. Deviations from the normal response 
are produced sometimes by drugs, operations and dis- 
ease. These variations can provide useful information 
for the clinician as well as for the investigator. 


The Normal Blood Pressure Response 


Changes in arterial pressure during and following 
the Valsalva maneuver can be followed to a useful ex- 
tent with an ordinary sphygmomanometer in most pa- 
tients. Figure la shows a record of the direct intra-ar- 
terial pressure during a normal Valsalva experiment. 

At the onset of straining, there is a brief rise in both 
systolic and diastolic pressures, followed by a precipi- 
tous fall to low levels. Before the airway pressure is re- 
leased, a rise in pressure begins. When the strain is 
released, there is an immediate rise in systolic and 
diastolic pressures to levels above the control values. 
During this “overshoot,” the pulse pressure increases. 
Bradycardia follows the overshoot, and then the blood 
pressure returns to the control level. 

The initial brief rise in blood pressure is due to 
sudden squeezing of blood out of the thoracic viscera. 
The sharp and continuous fall in pressure results from 
reduction in cardiac output following marked impair- 
ment of venous return to the heart. The early rise in 
blood pressure while airway pressure is still maintained 
is due to reflex vasoconstriction. The overshoot that 
occurs when the expiratory effort is released is due to 
further vasoconstriction mediated by the sympathetic 
nervous system. 


SIGNIFICANCE OF THE “OVERSHOOT” 


Lumbodorsal sympathectomy and ganglionic-block- 
ing drugs completely block the reflex vasoconstrictive 
components of the Valsalva response. As shown in 
Figure 1b, following extensive sympathectomy, the 
main fall in blood pressure during the strain was not 
halted by reflex vasoconstriction, and the overshoot 
was completely abolished. 
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Abolition of the overshoot by sympathetic inhibition 
provides a simple test for determining the effectiveness 
of sympathectomy or drugs. Together with abolition 
of the cold pressor response and the development of 
postural hypotension, it confirms in easy fashion, 
blockade of sympathetic transmission. The Valsalva 
maneuver has been very useful in the evaluation of 
antihypertensive agents. 


The Response in Heart Disease 


Whereas the overshoot originates in the peripheral 
circulation, the blood pressure fall during the Valsalva 
experiment depends on cardiac function. In patients 
with congestive heart failure, instead of the normal 
precipitous fall, the blood pressure remains unchanged 
or may even rise. 

Gorlin and his associates recently have studied this 
abnormal response. They noted abnormal tests as a 
result of left or right ventricular failure, or tight mitral 
or aortic stenosis. Using an ordinary sphygmomano- 
meter, it was possible to detect the abnormal response 
in 80 per cent of patients. They pointed out the prac- 
tical value of the Valsalva maneuver in clinical prob- 
lems such as the differential diagnosis of dyspnea in an 
elderly patient with emphysema. This test can quickly 
disclose a cardiac component. 

The mechanism of the abnormal circulatory response 
to the Valsalva maneuver remains speculative. In 


heart failure, there is an increased reservoir of blood in 
the heart and lungs. This may account partially for 
failure of the cardiac output to fall immediately, since 
the effect of airway straining may be to increase blood 
flow into the left ventricle. 

Gorlin relates the abnormal Valsalva response of 
heart failure to curves of ventricular function, devised 
by Starling and restudied by Sarnoff and his coworkers. 
These curves are obtained by plotting the pressure 
under which the ventricle fills (i.e., the left auricular 
pressure) against the cardiac output. At high auricular 
pressures, changes in auricular pressure produce little 
change in cardiac output. In heart failure, the auricular 
pressure is elevated. Thus, during the expiratory effort, 
diminished return to the ventricle does not appreciably 
reduce cardiac output. 

A similar principle has been postulated in aortic and 
mitral stenosis. When high levels of pressure exist 
proximal to a stenotic valve, changes in pressure do not 
alter appreciably the flow of blood through the valve. 
Thus, during airway straining, decreased pressure in 
the left auricle (in mitral stenosis) or left ventricle (in 
aortic stenosis) will not cause a proportional decrease 
in cardiac output. 

The Valsalva maneuver (the circulatory effects of 
which were first described by Weber) is a classical 
physiologic phenomenon that can be put to use directly. 
An understanding of its mechanisms make it a useful 
tool in clinical and research medicine. 


wt 


Figure 1. Direct intra-arterial pressure recording of Valsalva 
maneuver in a patient before (a) and after (b) lumbodorsal sympa- 
thectomy, Following the operation, the pressure rise during the strain 
and the overshoot following the strain are abolished. 
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Unconscious parental conflicts and tensions may leave parents 
unable to fulfill the basic emotional needs of their children. 
The milder emotional disturbances of children are the result 


of their experiences with their parents. For example, thumbsucking, 


inadequate toilet training, and learning problems 
may be resolved by the physician’s interested attention 


to parental anxieties. Attentive listening is more durable, 


therapeutically, than giving advice. 


Experiences in Child Psychiatry 


I. N. BERLIN, M.D. 


University of California School of Medicine 
and the State of California Department of Mental Hygiene — 
San Francisco, California 


I WANT TO TELL you what I know about child psychiatry 
that can be helpful in daily practice. In wondering what 
there was that I could impart that would be helpful to 
other physicians, it became clear that much of what I 
do with disturbed children and anxious parents, all 
physicians do more or less. Of course, the extent de- 
pends upon their own personality makeup, their gen- 
eral life experience and the number of years spent in 
the practice of medicine. There seems to be no good 
substitute for the appreciation of these problems gained 
from years of living and years of medical practice. 

It might be helpful if I discussed some of the aspects 
of differential diagnosis between seriously disturbed 
children, mentally defective children and those less 
seriously disturbed children whom the physician en- 
counters in the greatest numbers. I would then like to 
share with you some of what I am beginning to learn 
about helping such children and their families. My de- 
scriptions will necessarily be sketchy and incomplete. 


Causes of Emotional Troubles 


My experiences as a child psychiatrist, associated 
with the children’s division of The Langley Porter 


82 


Clinic for the last seven years, has led me to the con- 
viction that all emotional disturbances in children are 
the result of the child’s experiences with the significant 
people in his life, usually his parents. I have come to 
believe that the constitutional potential of the child, 
especially his vigor, may play an important part in how 
the parent feels about the child. 

Some intellectual parents seem especially unable to 
appreciate a vigorous muscular type of child. Conversely, 
physically active, athletic parents may be particularly 
out of sympathy with a rather slight, passive child 
(Figure 1). Vigor, or lack of it, may quantitatively in- 
fluence the reaction of the child to the environmental 
tensions. The child’s reaction to his constitutional pre- 
dispositions, to allergy, diabetes, epilepsy, etc., as well 
as his reactions to intercurrent organic illnesses, may 
be greatly affected by his parents’ attitudes. In short, 
I believe that emotional troubles of children reflect 
emotional troubles of parents individually, and emo- 
tional troubles between parents. These are usually re- 
lated to rearing: the child or children. 

In my own experience and in the more extensive ex- 
periences of some of my colleagues, we have never 
found parents who did not do the very best they could 
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for their children. We all know of families that have 
undergone great deprivation to help even obviously de- 
fective children. The parental conflicts and tensions, 
then, are unconscious ones that stem from the par- 
ents’ own childhood experiences. Their own dissatis- 
factions in life, and their general attitudes, result from 
their own childhood deprivations. They had hoped that 
these would be made up for by their mates, usually to 
their great and continuing disappointment. Thus, the 
unmet basic emotional needs of each parent from his 
childhood, which cannot be fulfilled by his mate, leave 
the parent unable to fulfill similar needs of his own 
child. It is difficult to help someone else achieve the 
satisfactions that one has never achieved oneself. 

The added conflicts, resulting from the needs and 
demands of the child, produce added anxieties and 
tensions in the parents. These parental anxieties result 
in neurotic or psychotic adaptive mechanisms in the 
child. The severity of the child’s illness depends pri- 
marily upon the severity and duration of the parents’ 
problems and the maturational phase of the child’s life 
during which such tensions arise. The earlier in the 
child’s life they begin, and the longer the child lives 
with such severe tensions, the more severe his disorder. 


The Severely Disturbed Child 


The very disturbed child is the one whose adjust- 
ment to living is greatly impaired. There are severe 
sleeping and eating problems; withdrawal from contact 
with parents and others; self-destructive hitting ; biting 
and tearing, or violent attacks on others. There may be 
failure to develop speech; or, once developed, failure to 
progress in talking, or perhaps an inability to learn the 
essentials of self-care. These children are readily de- 
tected and are usually referred elsewhere for treatment. 


DIFFERENTIAL DIAGNOSIS 


Occasionally it is very difficult to differentiate be- 
tween the retarded child with emotional disturbances, 
and the disturbed child without retardation. Many very 
disturbed children function at a retarded level. One 
clue sometimes is found in the islands of performances 
which indicate potential ability, such as a knack for 
putting complicated patterns together. Or there may be 
evidence of clear negativism; i.e., doing exactly the op- 
posite of what is wanted when it is clear the child is 
capable of doing what is asked. There is, however, an 
unconscious negativism which will not permit him to 
reveal this ability to the examiner. 

Sometimes the only way one can make the differenti- 
ation is by therapeutic test. In other words, reduction 
of the emotional conflicts, sometimes over several years, 
may reveal the actual intellectual potential. 
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The Mildly Disturbed Child 


The other milder psychiatric problems in children 
can be best understood by the closest attention to the 
parents and an effort to understand their anxieties. 
Especially, the current precipitating circumstances 
which bring the family to the physician must be under- 
stood. 

Frequently, a feeding or sleeping problem in an in- 
fant or young child occurs because the father is away 
from home on business. Or, he is too busy and en- 
grossed in his own troubles to be attentive to the needs 
of his wife. (He was attentive before the baby took so 
much of her time and made mutual social activities 
difficult.) 

The mother may react to this situation with a feeling 
of isolation and deprivation. She may feel that the child 
is just too much of an emotional drain. She may be less 
spontaneous, less warm and cuddling with the baby. 


s 


Figure 1. The parent’s reaction to the child’s constitutional vigor. 
The athletic and the intellectual parents may both be particularly 
out of sympathy with opposite characteristics in their children. 
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Figure 2. The physician’s attentive listening to the anxious mother 
may solve the problem of the disturbed child. 


She may even be impatient and vacillating—apparent- 
ly alternately rejecting the child, and being guiltily 
oversolicitous and smothering. The tensions in the in- 
fant, if prolonged, may result in crying at night, colic, 
loss of appetite and failure to gain weight. 

The physician who spends time listening to the anx- 
ious mother may be surprised later that things seem to 
have improved. The mother received interested atten- 
tion for herself (not for the baby) from an important 
person, the physician (Figure 2). In our experience, 
most severe feeding and sleep problems in infants in- 
dicate severe anxiety in one or both parents. This anx- 
iety is communicated to the child and usually precludes 
adequate tender nurturing of the infant. Thus, colic in 
infants has often been reduced by the physician’s re- 


Figure 3. Parents should be informed about variations in the rate of 
maturation of children. The persistence of concern about the child’s 


development then focuses attention on parental anxiety. 
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peated attention to the troubles and burdens of the 
mother. 


NORMAL VARIATIONS 


Some parents keep Gesell in their pockets and are 
concerned when their child fails to do what he is sup)- 
posed to do at a certain age. These parents do not bring 
their children to the physician for him to say, “Oh, 
they’re O.K.—just a bit slow—all kids are differen, 
you know.” This rarely satisfies them. They seem to 
want to know “What’s wrong with me, as a parent, 
that my kid isn’t developing properly ?” Often the phy- 
sician will not need to reassure the parent, after the 
anxiety has been reduced through the process of talk- 
ing to an attentive, authoritative person. 

It is of some help to be able to tell parents.about the 
variations in the rate of maturation of children, espe- 
cially to inform them that boys develop more slowly 
than girls and are not ready to walk, talk, control their 
bowel and bladder or even to learn in school, as soon as 
girls. Parents concerned with the slow growth of their 
child as compared with Johnny who is the same age 
and a head taller, should be told about the two kinds 
of children, the early and the late maturing children. 
The late maturing ones start slowly but grow until 18 
or 20. Frequently, after a later start, they grow taller 
than the early maturing ones (Figure 3). One often 
finds that even after such educational information the 
parents are still concerned, or come back later with 
other concerns about the child’s development. It then 
becomes clear that the mother or father is concerned 
about his or her own troubles as a person and as a 
parent. These may, to some extent, be relieved by the 
doctor’s attentive concern about the anxieties of the 
parent. 


PHASES OF DEVELOPMENT 


Many emotional problems in children seem to occur 
around nodal points in their development: learning to 
walk, around age 1; to talk, about age 2; to dress and 
toilet themselves, about age 3 or 4; the beginnings of 
independence from mother and interest in other chil- 
dren, at age 4; going to kindergarten at age 5 or to the 
first grade at age 6; the acquiring of knowledge, espe- 
cially the mastery of reading, between 6 and 10; the 
stirrings of sexual maturity and pubescence at age 12 
to 14; adolescence, and the problems of becoming in- 
dependent of parents (and yet in most ways still 
depending upon them), and finally, the finding of a 
mate and becoming truly independent. 

Each phase of development may be particularly difh- 
cult for particular parents because of their own experi- 
ences in the past or the present. Thus, the parent who 
gets a great deal of satisfaction from the responsive in- 
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fant who cuddles, gurgles and coos in reaction to atten- 
tion, may become anxious, tense and apprehensive as 
the child becomes mobile, begins to explore and to 
learn, and needs the parents less. The mother or father, 
or both, may respond to the child’s beginning to walk 
and to explore with many anxious prohibitions such as: 
“Be careful, you’ll fall!’” There may be much overpro- 
tection and fear of the child’s being hurt, an indication 
of the intensity of the parental anxiety about many as- 
pects of relations with the child. The result may be, on 
the one hand, fearfulness, excess caution and “‘being a 
good child;” and, on the other, severe inhibition of 
walking, exploring and perhaps some pseudoretardation 


or prolonged babyhood. 


THUMBSUCKING 


Persistent thumbsucking, which often comes to the 
physician’s attention, seems to be a very aggravating, 
anger-inducing problem to many parents. A Chinese 
colleague once told me of a Chinese proverb, “A child 
is born with an ounce of honey in each thumb and it 
takes three years to suck it all out.” Evidently, the 
Chinese are not so concerned with oral satisfactions, 
and this probably results in fewer tensions. 

I am also reminded of a story told me by a colleague 
about an analyst’s woman patient who noticed that 
when she gave up smoking, her 3-year-old daughter 
began to suck her thumb. This upset the mother ter- 
ribly. On the suggestion of the analyst, the mother be- 
gan to chew gum, whereupon the child fairly promptly 
stopped sucking her thumb. In other words, the free- 
dom, or lack of it, to experience pleasurable lip and 
mouth sensations is often related to the subsequent 
need for sucking activity. The mother who is unable to 
nurse her child at breast or bottle tenderly, so that it is 
a fully satisfying experience for both, with adequate 
time for the child and comfort for the mother, may find 
the child getting the needed oral gratifications from 
thumbsucking, and sucking on toys or blankets. 

We have all seen children, when anxious, popping 
thumbs into their mouths for added comfort and se- 
curity. Here again, parents who have had little sensual 
gratification in their own childhood seem most dis- 
turbed and most likely to be quite punishing of the 
thumbsucking child. Some of the mouth rakes, knife 
pointed guards and noxious lotions that are used to 
overcome thumbsucking give some indication of the 
amount of feeling aroused in adults by a child’s thumb 
in his mouth. As one mother said to me, “It’s just in- 
decent.” 


Tomer TRAINING 


Parents who have experienced little childlike pleasure 
in their own childhood, who were not permitted to 
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play, to be babyish, to grow into adulthood slowly, at 
their own pace, find it most difficult to permit their 
child to be childlike. It is around self-care and toilet 
habits that one often clearly sees such problems. The 
parents who need to have the baby grow up quickly to 
“be a little person,” not dependent upon them, may 
begin to toilet train their children early to be rid of the 
messiness, This occurs often before the child is neuro- 
logically ready. Sphincter control is usually established, 
for girls, at around 16 months to 2 years; for boys, after 
2 years. 

Other parents, although they ostensibly want their 
children to grow up, seem unable to consistently follow 
through and feel anxious about what can actually be 
expected of the child in this respect. They seem to iden- 
tify with the regressive infantile aspects in their child. 
Thus, the first parent angrily threatens the child and 
the second pleads and cajoles. The child often stub- 
bornly refuses to give up this grasp on babyhood and 
dependence. The child soon learns how much tension 
and attention are occasioned by failure to comply with 
the parental demands. He also experiences an uncom- 
fortable, anxious feeling of control over his ineffectual 
and anxious parents. For it is to his parents that he 
needs to look for guidance in acquiring the knowledge 
and skills necessary for growth and tension-free adjust- 
ment in society. He needs his parents for the security 
that comes from knowing that someone will prevent 
hostile, destructive, self-defeating behavior, and will 
help him find acceptable substitutes in play or speech. 

In one instance, an 8-year-old boy had to have many 
manual removals of fecal masses because he would not 
move his bowels despite pleading by both parents. The 
general uncertainties, indecisions and helpless attitudes 
of both parents, stemming from their own past, about 
much of their living, their work and schooling, seemed 
crystallized in the situation with the child. Each blamed 
the other for not being parental and authoritative with 
the child. The child was clearly in command of the 
situation, since neither cajoling nor occasional temper 
outbursts and spanking by the parents seemed to help 
him. In treatment with the family, there were those 
occasions When one or both parents felt more adult, 
certain of themselves and easier with each other. Then 
they were surprised that a firm instruction to the boy, 
or on several occasions no comment at all, but an un- 
spoken expectation, resulted in the boy’s moving his 
bowels. This boy’s constant fecal dribbling brought 
pressure on the parents to seek help, and a fecal mass 
reaching up to the umbilicus was demonstrated. 

Thus, the satisfaction from the gradual learning of 
self-care and toileting, with patient encouragement, as 
an accepted part of maturation, is frequently distorted. 
It becomes a source of much concern to the parents and 
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of much anxiety to the child because of conflicts in and 
between parents stemming from their childhood. 


LEARNING AND READING PROBLEMS 


Perhaps my own experience in the past five years as 
a school consultant has made me more aware of the fre- 
quency of learning-reading problems in children. There 
seems to be a statistical correlation between the fre- 
quency of such problems, and parents who are mostly 
upper middle class professional people to whom not 
reading and nof learning is felt as very dangerous. Thus, 
pressure is placed on the child to excel for Daddy’s or 
Mommy’s sake. 

Learning for one’s own pleasure and delight—in 
mastering skills that give one a greater feeling of inde- 
pendence and power as one’s horizons expand—is 
thus insufficiently experienced. Here, too, there seems 
to be an unconscious stubborn refusal on the child’s 
part to do it for the parent. 

The other large group of nonlearners and nonreaders 
seem to come from the most economically deprived, 
often racial minority groups. These parents are often 
not concerned or interested in the child’s learning. 
Internal conflicts and harsh external realities make 
parenthood something to be endured. These children 
have learned that to get something out of life they have 
to get it for themselves, no matter how. They feel no 
one really cares about their satisfactions. They have no 
real urge to learn and often cannot understand the 
school’s concern that they do learn. These children look 
with suspicion on the teacher who earnestly tries to 
help—such concern must have some catch in it, some- 
thing must be wanted from them in return. 


**THE Facts or Lire” 


Puberty and its attending sexual changes evoke much 
confusion in the child and anxiety in the parent who 
has confused, conflicting feelings about sex, independ- 
ence and adulthood. 

Often the physician is asked to instruct the child in 
the “facts of life” because the parent feels so uncom- 
fortable about sexual matters, and feels that sex is 
shameful, dirty, really not enjoyable. Oné often won- 
ders if both parents and child might not benefit from 
talking with the doctor. 

The unsatisfied sexual desires of both parents are 
often expressed as fears about the possible promiscuity 
of the child, especially girls. We have sometimes noted 
that in the warnings of mothers about “men,” there is 
often an avid interest shown in their daughters’ dates 
and the details of all sex play. This subtly conveys to 
the child the parent’s unconscious vicarious enjoyment 
of their sexual activities, and seems to encourage them 
into further sexual exploration and promiscuity. 
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DELINQUENCY 


It is in this same fashion that we have seen parents’ 
great concern about, and yet rapt attention to, the ce- 
linquent behavior of their children. For example, one 
father who beat his 8-year-old son severely after each 
of his son’s burglaries, repeated to me with relish the 
details of these exploits with the comment of what a 
sly, clever fellow the boy was. He said with obvious 
pride, “And he is only 8, you know.” Thus, in adoles- 
cence some of the truancy, defiance of the law, fast, 
reckless driving, is secretly admired by the parents 
who have never dared express their own rebellious feel- 
ings toward authority. In one instance, parents brought 
their 15-year-old daughter to me from a distant city 
because of habitual truancy and because she ran with a 
delinquent gang. The law in that town was that the 
child’s truancy and violations of the curfew would re- 
sult in a jail sentence for the father. Both parents talked 
of their helplessness in dealing with the girl. The 
mother especially had been overprotective of the girl 
with school and juvenile authorities. The girl said she 
just couldn’t help what she was doing, she knew it was 
all wrong, but couldn’t stop. I finally told the father the 
two alternatives that seemed evident to me: either that 
he be prepared to go to jail himself as the city law re- 
quired; or that he make it clear that he was not going 
to suffer this indignity and would be prepared to let his 
daughter face the music, whatever it was, if she per- 
sisted in her ways. The father iooked very angry and 
finally said he’d be damned if he’d go to jail! He’d put 
his foot down with his wife and daughter. He wrote 
several months later that when he had made it clear 
that he would place his daughter in a correctional 
school, she began to behave and his wife stopped cover- 
ing up for her. 

During the course of psychotherapeutic work with 
the parents of children who are sexually promiscuous, 
delinquent or otherwise seriously antisocial in their 
behavior, it is found that the parent has been, or still is, 
engaged in somewhat similar behavior, or that anti- 
social activities form a large part of their phantasies. 
Thus, it appears to us that the child identifies with a 
delinquent aspect of the parent’s personality, an aspect 
that the parent has not learned to resolve for himself. 
The parent thus feels impotent in helping his child 
achieve some satisfactory solution to similar problems. 
The father of the boy who stole, whom I mentioned 
above, was himself engaged in petty thievery of tools 
from the job, which he considered “legitimate loot.” 
One widowed mother concerned about her sexually 
promiscuous daughter actually competed with her 
daughter for sexual partners. Another mother spoke of 
her phantasies of extramarital relations with her 
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their embarrassment when their mother went about the 
house seminude, ostensibly to prepare food for her 
daughters’ male guests. 

Some of the reactions of parents to troubles with their 
adolescent child with whom they have had a more or 
less easy relationship in the past, seems related to stir- 
rings of old unresolved conflicts. Thus, assertive, inde- 
pendent strivings and defiant stubbornness often arouse 
retaliatory hostility. It is quite difficult for the parent to 
see in the defiant challenge of the adolescent, the hope 
that his parents will treat him with consideration as an 
adult in those matters where this can be done, and will 
yet stand fast and steady in their parental role in these 
matters where their judgment and responsibility to the 
child makes it necessary to say “no.” 

One of my adolescent patients told me with great re- 
lief one day that his “fold man” had finally taken away 
his car privileges because he had abused them by run- 
ning up huge gasoline bills. He seemed pleased and 
said, ““You know, it’s about time he did that.” 

During this period the adolescent very much hopes 
that the parent by his behavior will provide the clear 
and consistent model he or she needsto pattern after. 
Adolescents, with all their uncertainties about what it 
is to be an adult man or woman, very much need to 
identify with the behavior of their parents. 


PsyCHOSOMATIC ILLNESS 


During psychosomatic illnesses of childhood, the 
family physician often plays an important part. 

In eczema of childhood, the evidence is sometimes 
clear that in addition to the allergic constitution, the 
onset, exacerbation and in several instances, death, 
may be related to severe emotional conflicts in the child 
and in the parents. Often eczema clears up under the 
unanxious, tender care of nurses, only for the child to 
go home, with the same medication and ostensibly on 
the same diet, and immediately be rehospitalized with a 
flareup. 

In asthma also, the parental conflicts and the child’s 
tensions need to be worked with in order to prevent 
severe impairment of function in the child. It is not 
coincidental that many varieties of allergy in children 
often clear up when they go to camp in summer. They 
may then return full-blown when the children come 
home from camp, often with a clear history of exposure 
to the same allergens at camp. We have also had ex- 
perience with epilepsy in children where the onset and 
frequency of seizures seemed related to exacerbations of 
tensions in the family. In several such children serial 
electroencephalograms have shown that dysrhythmia 
and emotional tension seem to be related. 

The physician is often called upon to help parents 
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daughter’s boy friends. Her daughters complained of 


with their obese children. Here too, unless the doctor 
senses the part the parent plays in the obesity, he may 
feel utterly defeated by the child’s failure to lose 
weight. Hilde Bruch has described many cases in 
which mothers give their dieting children sweets and 
cakes and urge them to eat lest they become weak. It 
seems clear that for many families, food is a substitute 
for love. For many mothers, this is the only tie to the 
child. An adolescent girl patient complained to me, “I 
just can’t understand why mother begins to bake and 
to make cream puffs whenever I announce I’m going on 
a diet.” (Incidentally, mother also was some 80 pounds 
overweight.) 


Treatment 


I am sure that many of you reading this potpourri of 
material are thinking, ‘This is supposed to be about 
child psychiatry, and you haven’t said much about 
helping the disturbed child.” It is important for the 
physician to see and talk with the child, especially the 
verbal child. The doctor not only will get some sense of 
what the parent complains about, but may begin to un- 
derstand something of the child’s anxieties. If the 
child trusts the doctor, he may unburden to him. The 
child often thinks that his parents do not and cannot 
understand him. Such contacts between child and doc- 
tor may be very helpful to the child. The reduction of 
tension in the child or in one or both parents will re- 
sult in a shift in the tensions of the entire family and 
may make living together easier. 

The internalized neurotic problems of both child and 
parent may require prolonged psychotherapy with 
trained physicians. However, the family physician’s pa- 
tient attention to the anxieties of both the child and the 
parents—especially the parents—may be particularly 
helpful early in a problem or at critical moments in the 
family’s life. 

In many instances, my interested listening to the 
worries, anxieties and general troubles of a mother or 
father has so relieved the tensions within them that the 
complaints about the child for which they came are only 
mentioned as an afterthought. The family seems to be 
able to live together with greater comfort and ease after 
such experiences with their physician. The parents’ 
awareness that such help continues to be available to 
them is also good. 


Advising Parents 


As physicians, we are trained to give orders to nurses 
and others to carry out for the patient’s welfare. We 
may carry these over in our work with patients, giving 
them orders directly for their care. Many of us have 
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been disconcerted to find this does not work out. We 
often belatedly and painfully recognize that we can 
only prescribe the medically indicated regimen to the 
patient. It is sometimes most difficult for us to recog- 
nize that the patient may exercise his own choice of 
following our prescription or not. Of course, we may 
then exercise our own choice of continuing as the pa- 
tient’s physician or not. When the patient does not fol- 
low our directions, we may feel personally affronted 
and thwarted in our efforts to render the best possible 
medical care. 

In working with emotionally disturbed parents on 
problems that center around a disturbed child, the 
situation is often even more confused and difficult. 
Parents are usually eager for, even demanding of, ad- 
vice. The physician may believe he understands the 
family problems and has some feeling of the kinds of 
parental attitudes that would be helpful in reducing the 
conflicts. Should he then advise the parents about how 
they could behave with the child, he might find that the 
parents eagerly listen to his advice and appear quite 
gratified at having received something from the physi- 
cian. 

It may therefore be disconcerting to find the parents 
returning in a week or two saying, “Doctor, we did 
what you told us and it didn’t work.” Sometimes, after 
receiving advice, the parents may say with much dis- 
appointment, “We tried what you’re suggesting, and 
to no avail.”’ Or, the parents may appear not to under- 
stand the physician’s suggestions at all. 

It seems to me that both the parents I have just de- 
scribed and the patient who seems unable to follow the 
clearly indicated directions important to his health, 
have something in common. In my own experience it 
has sometimes been difficult to understand that people 
actually do the best they can within the framework of 
their personality problems. It is not usually either a 
deliberate flouting of the physician’s help or a con- 
scious refusal to hear and carry out his advice. Often 
they seem to be engaged in an anxious and uncon- 
scious emotional struggle. Part of the self wants to 
have a parent figure, an authoritative person, take over 
and direct their lives, force them to do what is good for 
them, as in phantasy a righteous parent might. Part of 
the self fears, dreads and rebels against any semblance 
of such taking over by someone else, since it has expe- 
rienced that this once meant being enslaved. Perhaps 


most important, many such patients and parents have 
a glimmer of their own mature adult capacities, and 
they have the desire to learn how to direct their own 
lives. It is that beginning mature, integrated part of ihe 
self that the physician needs to work with. 

It is often quite helpful to the parent if the doctor 
genuinely feels that with the opportunity to talk to an 
interested, friendly, authoritative person, the parent 
can in time learn to live with less tension and conflict. 
The parent then begins to see himself, his family and 
its difficulties in different perspective. 

I suspect also, that the opportunity to explore feel- 
ings and attitudes with the patient who refuses our 
medical advice might often be helpful for the patient, 
especially if the physician can make clear his inability 
and lack of desire to force any regimen on the patient. 
The physician’s respect for the patient’s right to de- 
cide the course of his own life, even in the face of his 
doctor’s clear disagreement with such a course, some- 
times frees the patient from his old conflicts. The phy- 
sician’s integrative attitude permits the patient to 
react to the current situation more rationally. Freed of 
some of his old anxieties, he can decide more clearly 
the course of action that is actually in his best interest. 
This is in contrast to the situation where the doctor, 
thwarted in his medical duties, becomes hostile and 
dictatorial with the patient. He thus often unwittingly 
behaves like some parental figure out of the patient's 
past with a resulting deadlock. Increasing tension and 
conflict in both patient and physician is only resolved 
by the patient’s leaving; still angry, confused, stub- 
born, and still in turmoil. 

Despite pressure and pleading from parents and pa- 
tients for advice, I have maintained my conviction that 
by telling me everything they were thinking and feel- 
ing, they could learn to work through their problems 
and could find solutions that would be their own. Fre- 
quently these individuals have felt hurt and angry, but 
have later reported that my standing firm in a kindly 
way in this conviction has helped them be more firm 
with their child. It has helped them feel somewhat 
more capable and secure about their ability to cope 
with their problems. 

Thus, one’s own experiences, and confidence in the 
integrative potential within people make it less neces- 
sary to give advice. This is more durably therapeutic 
for each individual and for the family. 
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Scars 


WHEN RESECTING A LESION, especially on the face, a 
minimal scar is always the objective. The following are 
a few of the principles that should be followed whether 
the problem is the resection of a small nevus, the re- 
pair of a cleft lip, or the eradication of a carcinoma. 

The lines of incision should be marked off with 
gentian violet (3 per cent). Such a procedure is espe- 
cially valuable where local block anesthesia is employed 
which results in ballooning and distortion of the tissue. 
The knife edge should be held straight rather than at 
an angle, even when rounding a curve, so that the in- 
cision is perpendicular rather than beveled. 

The proposed incision when possible, should be 
within or should follow crease lines. Careful inspection 
of all body surfaces will demonstrate the direction of 
these inherent lines, and surgical scars within their 
directional confines tend to be more cosmetically silent 
and to contract less than haphazard incisions cut 
across such landmarks. 

Where a lesion has been resected, the wound edges 
on either side should be undermined a distance twice 
the width of the resultant defect. When closing the 
wound, this maneuver aids in the eradication of wound 
tension. 

Sutures should rarely be employed to forcefully pull 
the wound into approximation ; such misdirected effort 
often leads to unsightly stitch marks, spreading of the 
scar, or loss of tissue. Without tension, the early re- 
moval of sutures is possible. 
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Plastic surgical principles are applicable to all surgery, 
whether the procedure be the resection of a small nevus, reconstruction 
of a deformed nose, or a gastric resection. 

Gentleness in handling tissue, meticulous hemostasis, respect 

for circulation, sutures that do not garrot the tissue, | 
the use of hooks and fingers rather than heavy hemostats for retraction, 
fine sutures whenever possible, adequate supportive dressings, 
a diet with sufficient protein, vitamins and minerals, 

and careful preoperative planning are requisites 


for optimum surgery. 


Plastic Surgery—Some General Principles 


EDWARD S. LAMONT, M.D. 
Hollywood, California 


The finest suture and cutting needle are used in the 
skin; 6-0 black silk is usually adequate. Many sutures 
in close approximation are used, each suture including 
the smallest possible bite and encompassing an equal 
amount of tissue on each side. 


Figure 1. The cast models made preoperatively aid the surgeon in 
his evaluation of the deformity and planning of the surgery. 
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Figure 2. Deformity of the nose and the septum. a. An old fracture 
of the septum in conjunction with the nasal deformity has resulted in 
blockage of breathing requiring a submucous resection in conjunc- 
tion with the nasal deformity. b. Following the surgery. 


| 


Figure 3. Congenital deformity of the nose. a. A cast model as well as 
photographs are made prior to the surgery. b. Following nasal 
reconstruction. 


Figure 4. Excessive redundant tissue of the face and neck. a. Before 
surgery. b. Three weeks following a total face-lift operation. 
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The wound may be dressed with parresine mish 
gauze, overlaid with flats, and where possible, press: re 
should be introduced as part of the dressing. The ea: ly 
removal of sutures, in conjunction with adhesive 
bridges as postoperative dressings, aids in obtaininy a 
minimal scar. 

When handling a dirty or infected wound, it is ofien 
wise to desist from suturing the wound too tightly or 
trimming the wound edges with too great enthusiasin. 
Adequate drainage, and the subsidence of edema may 
aid in obtaining the best closure possible under adverse 
circumstances. 

Revision of scars should be held in abeyance for at 
least one year to allow absorption of all induration, 
Time is the best friend of the scarred patient. Massage 
and physiotherapy are valuable adjuncts in the latent 
treatment of scars. 

Keloids and hypertrophic scars should be ap- 
proached surgically with caution. Often, time will 
engage the hypertrophic scar and flatten it. Keloids, 
though, are more obstinate, and the doctor should be 
less enthusiastic as regards the prognosis. 


Multiple Excision and the Use of Local Tissue 


Large lesions that do not lend themselves to simple 
elliptical resection may require more elaborate pro- 
cedures for eradication. 

Hemangioma, nevi, burn scars or tattoos may require 
resection in two or more operations. Part of the lesion 
may be removed at the primary procedure, and at a 
secondary operation several months later, the re- 
mainder of the lesion is removed, thus obtaining a 
single scar without distortion of the tissue. 

It may be necessary to rotate a local flap where a 
defect is too large for simple excision and closure. The 
employment of the “Z”-plasty or the “V” to “Y” 
procedure or like modification, allows for the utiliza- 
tion of local tissue in closing the relatively large defect. 
Because there is no adequate substitute for tissue im- 
mediately adjacent to any defect, such local procedures 
when possible are well worth the effort. Skin grafts and 
distant flaps are utilized as a last resort. 


Burns and the Covering of Raw Areas 


Burns are wounds, and the immediate consideration 
is to save the patient’s life. All of the supportive meas- 
ures including whole blood and a high protein diet are 
prerequisites. Fluids, when tolerated by mouth, should 
not be forgotten. The employment of either pressure 
dressings or open treatment will depend upon the 
nature of the burn, its location and the available facili- 
ties for treatment. 
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Raw areas should be covered as soon as possible, and 
skin is the best covering. Hydrotherapy, both in pre- 
paring the patient for grafting and following the pro- 
cedure, is of tantamount help. Too often, it is forgotten 
that the patient will heal in direct proportion to his 
protein intake, and merely writing the order on the 
chart does not mean that the patient is taking the food. 

Latent repair of contractures or of unstable and un- 
sightly scars is usually deferred until the areas have 
virtually completely softened. Local tissue, ‘Z”’-plas- 
ties, thicker skin grafts, pedicles or flaps may at that 
time be introduced to obtain both functional and cos- 
metic improvement. 


Cosmetic Plastic Surgery 


The patient coming for advice to the family doctor 
or plastic surgeon regarding nasal reconstruction, a 
face lift, mastopexy, protruding ears, the removal of 
excess skin and bags from the eyelids or scars on the 
face usually presents a long-time psychologic trauma 
in conjunction with the deformity. 

The physician must be prepared to understand and 
cushion the associated complex. No one can completely 
comprehend or interpret the breadth of such a com- 
plex, and too often its scope may be out of proportion 
to the extent of the deformity. Each patient must be 
individually evaluated. Cast models and photographs 
are included in the preoperative planning (Figure 1). 
Problems and decisions may be solved at the surgeon’s 
leisure so that the surgery can be completed accord- 
ing to premeditated plan. 


Figure 5. Protruding ears. a. Such deformity may result in irremedi- 
able psychologic trauma. Plastic surgery may be done as early as 6 
or 7 years of age. It is necessary to resect the required amount of skin 
and cartilage and to obtain symmetry. b. After surgery. 


When reconstructing a nasal deformity, it is im- 
portant to obtain a result that is individual and blends 
with the patient’s face (Figures 2 and 3). A face-lift 
operation eliminates the required amount of excess 
skin and tightens the facial muscles (Figure 4). Pa- 
tients with enlarged breasts suffer from the excess 
weight, the deep bra marks on the shoulders in con- 
junction with psychologic trauma. Protruding ears 
can result in lifelong psychologic scars unless repaired 
early in childhood (Figure 5). 

The plastic surgeon must combine his skill with 
understanding, for the work is often psychiatry with 
a scalpel. 


Ventricle Puncture Perfected 


A RELATIVELY NEW TECHNIQUE for opacification of the heart 
chambers has been perfected by a team of three Phila- 
delphia physicians. By this new method, certain abnor- 
malities of the atrioventricular valves may be more ade- 
quately and objectively evaluated. 

This new technique, called cardiac ventriculography, in- 
volves the direct transthoracic needle puncture of the left 
or right ventricle and the injection of a contrast medium 
that will make it particularly useful in the demonstration 
and evaluation of mitral valvular insufficiency. 

Drs. J. Stauffer Lehaman, Benjamin G. Musser and Harry 
D. Lykens of the Hahnemann Medical College and Hos- 
pital are the physicians who have perfected the method. 
They reported its use 77 times in 60 patients without fa- 
tality. Dr. Lehaman said, “it arms the cardiac surgeon be- 
forehand with a surer knowledge of the nature of the 
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valvular lesion, and has also been useful in evaluating 
tricuspid valvular insufficiency.” 

Dr. Lehaman went on to say that since excellent opaci- 
fication of the left ventricle and the thoracic aorta can be 
achieved, the procedure has been employed to advantage 
in the study of aneurysms of the left ventricle and of cer- 
tain aortic lesions. 

The exact location for the needle insertion is established 
from conventional chest films. The patient must be cau- 
tioned not to take a deep breath during the examination 
since any needle displacement may result in partial intra- 
myocardial injection. The time for the injection takes only 
two seconds and rapid serial x-rays are then taken two a 
second since the opaque medium remains in the heart only 
six or less seconds. 

Dr. Lehaman said that there has been no known needle 
laceration and that the skin puncture site has always been 
at the xiphoid area so that major coronary arteries or 
larger coronary artery branches are avoided. 
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Figure 1. Decompensated hypertensive heart disease with sharply cir- 
cumscribed, oval density in the right midlung field, representing 
interlobar fluid in the short fissure. The density disappeared when 


cardiac compensation was restored. 


Interlobar Pleural Effusion 


SOL KATZ, M.D. 
Associate Editor, GP 


Figure 3. X-ray of the same patent shown in Figure 2 taken after 
thoracentesis. Fluid is present along the axillary border of the 
pleural space but is no longer seen in the long fissure. 
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Figure 2. Opacity in the right lower lung field represents fluid in 
the free pleural space, while oval density in the right upper hemi- 
thorax is due to interlobar fluid in the upper part of the long fissure. 
The cause of the pleural fluid was tuberculosis. 


IN MOST INSTANCES of accumulation of fluid in the inter- 
lobar fissures, there is an accompanying collection of 
pleural fluid in the conventional location. In these cases, 
the interlobar fluid represents an extension of the 
fluid free in the pleural cavity into the fissures. The 
rarer type of interlobar pleural effusion involves only 
the interlobar fissure. Only this type should be con- 
sidered a true example of loculated interlobar pleural 
effusion. Interlobar pleural effusion is commonly as- 
sociated with congestive heart failure in a patient in 
whom the pleural space is partially or completely ob- 
literated by adhesions. Obliterative pleuritis permits 
accumulation of fluid only in the free interlobar space. 

Fluid encapsulated in the interlobar fissure most 
commonly involves the right transverse (short) fissure 
which separates the upper and middle lobes. It ap- 
pears as a sharply circumscribed, round or oval density 
in the right midthorax, simulating a tumor. The fluid 
may extend from end to end of the fissure or may in- 
volve only a part of it. In the lateral projection, it ap- 
pears as an oval or spindle-shaped shadow in the 
region of the minor fissure. The tapering at the ends 
of the density often gives it the shape of a lemon. 
Fluid in the long (oblique) fissure, which separates the 
lower lobe from the upper and middle lobes, has a 
round or kidney-shaped, circumscribed appearance in 
the frontal projection. It is clearly outlined in the lateral 
view along the upper or lower part of the long fissure. 

Because of its roentgenographic configuration and 
because it disappears when cardiac decompensation 1s 
successfully treated, interlobar pleural effusion has 
been referred to as a phantom tumor, vanishing tumor 
or pseudotumor. 
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Semiannually GP publishes a quiz 
covering its scientific articles. 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 198. 


Quiz 


1. Dihydrostreptomycin should not be used routinely —_ 5. The cyst-like tuberculous cavity occurs as a result of: 
in treating infections because: 1. Good resistance 
1. It causes damage to the acoustic division of the 2. Isoniand therapy 


eighth cranial nerve 3. Streptomycin-PAS therapy 
2. It damages the vestibular branch of the eighth 4. Bronchial occlusion 

cranial nerve 5. Inspissation 
3. It has a slow bactericidal action against gram- 

negative bacteria 6. The Beck operation to improve the coronary circu- 
4. It is ineffective when combined with other antibiotics _ lation is contraindicated in all but one of the following: 
5. It causes gastrointestinal irritation 1. Recent infarct 


2. Significant left ventricular enlargement 


2. Bone involvement in fungus disease is most com- 3. Congestive heart failure 
monly caused by: 4. Marked hypertension 
1. Aspergillosis 5. Moderate to severe progressive angina 


2. Blastomycosis 


3. Moniliasis 7. Actinomycosis of the thorax is characterized by: 

4. Nocardiosis . Pleural effusion without pulmonary involvement 

5. Histoplasmosis . Suppuration followed by spontaneous healing 

. Progressive suppuration and spread by contiguity 

3. The Watson-Schwartz test is used to detect: . Bronchial obstruction without pulmonary or pleural 
1. Urobilinogen involvement 


2. Porphobilinogen 5. Draining sinuses of the thoracic wall without pul- 
3. Indole monary or pleural involvement 

4. Bilirubin 

5. Hemoglobin 8. Enterococci are usually susceptible to: 


1. Penicillin 
4. A 51-year-old housewife complains of numbness 2. Chloramphenicol 
and tingling of the thumb and first three fingers of the 3. Streptomycin 
right hand. The symptoms have been worse at night. 4. Oxytetracycline 
There is some clumsiness in handling small objects— 5. Chlortetracycline 


noticeable especially during attempts to sew. The 
digits are somewhat insensitive to pinprick and the — 9. One of the following patterns of calcification within 
outer half of the thenar eminence appears wasted. a solitary pulmonary nodule does not assure its 


Treatment to be advised is: benignity : 
J. Multivitamin therapy, including vitamin By» 1. Few flecks of calcium 
2. Intermittent traction of the neck 2. Diffuse stippling 
3. Stellate ganglion “block” with alcohol 3. Concentric laminations 


4. Cervical sympathectomy 4. Large central core 
5. A surgical operation on the wrist 5. Ring formation 
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10. Hyperparathyroidism is characterized by: 
1. High urine calcium and low urine phosphorus 
2. Low urine calcium and low urine phosphorus 
3. High serum calcium and low serum phosphorus 
4. High serum calcium and high serum phosphorus 
5. Low urine calcium and low serum phosphorus 


11. Diagnostic clues to dissecting aneurysm of the 
aorta include all but one of the following: 

1. Back pain 

2. Signs of peripheral arterial occlusion 

3. Aortic regurgitation 

4. Pulsation of the sternoclavicular joint 

5. Loud diastolic mitral murmur 


12. Following surgical treatment for a ruptured ectopic 
pregnancy, a young woman develops severe oliguria. 
The urine output during the first four postoperative 
days averages 40 cc. daily. On the fifth day she ap- 
pears very weak, her breathing seems difficult, and her 
deep tendon reflexes are diminished. An ECG shows 
tall, narrow T waves in limb leads and chest leads. The 
total picture suggests a medical emergency that may 
require intravenous infusion of: 

. Hypertonic glucose solution with insulin 

. Hypertonic saline solution 

Whole blood 

. Potassium chloride solution 

Normal saline solution 


13. The accompanying retinal photograph indicates: 
1. Thrombosis of the central retinal vein 
2. Occlusion of the central retinal artery 
3. Severe hypertensive vascular disease 
4. Diabetes mellitus 
5. Brain tumor 
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14. A patient with an acute respiratory illness with 
minor systemic symptoms and a dry scratchy sore 
throat with moderate redness should: 

1. Receive 300,000 units of penicillin 

2. Receive 600,000 units of penicillin 

3. Be observed and have cultures of the nose and 

throat made 
4. Receive broad-spectrum antibiotic therapy 
5. Receive sulfonamides and penicillin 


15. All but one of the following are ganglionic-blocking 
agents useful for the treatment of hypertensive emer- 
gencies: 

1. Rescinnamine 

2. Hexamethonium 

3. Pentolinium 

4. Mecamylamine 


5. Trimethaphan camphorsul fonate 


16. Calcification of the liver occurs in all but one of 
the following conditions: 

. Echinococcus disease 

2. Tuberculosis 

3. Hemangioma 

4. Thorotrast 

5. Metastatic cancer 


17. The term, “mean arterial pressure,” refers to: 

1. Diastolic pressure, as measured with an intra- 
arterial instrument 

2. Systolic pressure, as measured with an ‘intra- 
arterial instrument 

3. The average of the diastolic and systolic pressures 

4. The pressure to which the arteries would be subjected 
if the flow were not pulsatile 

5. The pulse pressure 


18. When cases of premature birth are analyzed, the 
most frequent explanation of prematurity is found to 
be: 


. Premature rupture of membranes 

2. Serious illness of the mother, other than “toxemia of 
pregnancy” 

3. Toxemia of pregnancy 

4. Premature separation of placenta 

5. No associated condition found 


19. In the following list, select the condition that is 
seen as a “side effect” of reserpine therapy: 
Diminished gastric secretion 

2. Rise in blood pressure 

3. Serious mental depression 

4. Tachycardia 

5. Loss of weight 
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20. Recent studies of meprobamate suggest that ad- 
ministration of this drug: 

1. Carries high risk of thrombocytopenia 

2. Is contraindicated during pregnancy 

3. Is contraindicated in diabetics 

4. Is a potent ganglionic-blocking agent 

5. Has addictive properties resembling those of bar- 

biturates 


21. A standard chest film discloses an opacity at the 
lower part of the right lung field. Interpretation is 
uncertain. The opacity might represent atelectasis, 
pneumonitis, pleural effusion or some other disease. 
A simple method to decide whether pleural fluid is 
present would be: 

1. Repeat chest film after administration of a diuretic 

2. Repeat chest film with patient in right lateral 

decubitus position 

3. Repeat chest film after digitalization 

4. Repeat chest film in phase of expiration 

5. Use of stereoscoprc technique 


22. Administration of adrenal corticosteroids influ- 
ences renal tubular function, to cause: 

1. Sodium retention 

2. Chloride loss 

3. Potassium retention 

4. Water loss 

5. None of these effects 


23. When a diagnosis of smallpox is suspected in a 
patient admitted to a hospital, control measures would 
include all but one of the following: 

1. Collection of sputum for virus isolation 

2. Collection of blood for complement-fixation tests 

3. Strict isolation techniques 

4. Notification of health authorities 

5. Vaccination of all contacts 


24. In the American diet, fat is used in cooking to: 
1. Provide needed calories that could not otherwise be 
supplied 

. Influence the texture of food 

. Provide vitamins 

4. Provide flavor 

5. Provide a sparing effect for protein 


25. Conditions other than diabetes that give a positive 
Benedict’s test in urine include: 
1. Lactosuria, hypopituitarism 
. Pregnancy, Addison’s disease 
3. Islet-cell tumor, renal tubular damage 
4. Hyperpituitarism, liver disease 
5. Hypothyroidism, pentosuria 


he 


GP july 1957 


Clinicopathologic Conference 


The protocol for this conference was prepared from a 
hospital chart. The clinical discussion was derived from a 
recording of the extemporaneous remarks of a clinician 
who had studied the protocol but was otherwise unfamiliar 
with the case. Readers are invited to study the case presenta- 
tion and the clinical discussion, and to decide whether or 
not they agree with the discussor. The final part of the con- 
ference—the findings at autopsy—is printed on page 197. 

—Mepicat Epiror 


Case Presentation 


A 47-YEAR-OLD WHITE MAN was admitted to the hospital 
with chief complaints of shortness of breath and swell- 
ing of the feet and abdomen. 

Six months prior to admission, he noted the onset of 
abdominal swelling that subsided spontaneously sev- 
eral times. However, swelling recurred one week prior 
to admission and persisted. This was accompanied by 
painful swelling of the feet. Dyspnea on moderate 
exertion had been present for one year and had become 
more severe during the week prior to admission. The 
patient stated that his appetite had failed several 
months before admission. 

This patient gave a poor and fragmentary history. 
He acknowledged a heavy alcoholic intake for 15 years, 
marked also by frequent lapses into poor dietary habits. 
He took no medication. He was unemployed. At about 
age 12, he had pain and swelling of several joints 
(notably elbows and wrists) that subsided after several 
weeks. He was never aware of any residuals of rheu- 
matic fever. The history was otherwise entirely non- 
contributory. 

Physical examination revealed obesity, lethargy and 
mild respiratory distress. The temperature was nor- 
mal; pulse rate, 100 and regular; respiratory rate, 24; 
blood pressure, 150/70. The face was puffy, and the 
sclerae were slightly icteric. The optic fundi were 
normal. The tongue and mucous membranes were 
dry. There were fine moist rales at the bases of the 
lungs. The size of the heart was not determined be- 
cause of obesity; the apical impulse was not palpable. 
The heart sounds were distant, the second sound was 
equally loud on both sides of the sternum, and there 
were no murmurs. The abdomen was distended by 
ascites. There was no abdominal tenderness nor were 
there any palpable organs or masses. Peristalsis was 
normal. Rectal examination was normal. There was 
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moderate presacral edema and severe pedal and pre- 
tibial edema. The legs and feet were tender. Homans’ 
sign was negative. There was no abnormal skin color 
in the lower extremities. There were no palpable 
lymph nodes. Neurologic examination was normal. 

Hematocrit, hemoglobin, WBC count and differ- 
ential were normal. The urine was acid, specific grav- 
ity, 1.012. There was no albuminuria or glycosuria, 
and the urinary sediment was normal. A serologic test 
for syphilis was negative. The blood NPN was 60 mg. 
and the fasting blood sugar, 150 mg. per 100 ml.; the 
serum chloride, 92 mEg./1; and the total protein, 6.3 
Gm. per cent (albumin 2.8 Gm., globulin 2.5 Gm). 
The BSP retention was 40 per cent; the cephalin floc- 
culation, 2+ ; the thymol turbidity, 1.1 units. On the 
fifth hospital day, the blood NPN was 100 mg., the 
COs, 20 mEq./l. The serum amylase was normal. At 
lumbar puncture the spinal fluid pressure was 400 mm. 
water. The fluid was clear, there were no cells, and 
the protein value was normal. 

A chest roentgenogram revealed a grossly enlarged 
heart and mildly congested lung fields. The electro- 
cardiogram showed sinus tachycardia, isoelectric S-T 
segments and inverted T-waves in leads II, III, AVF, 
and V,, Ve and V3. 

The venous pressure (antecubital) was 240 mm. of 
water, rising to 270 mm. on pressure of the abdomen. 
Circulation times were: arm-to-lung, 12 seconds; 
arm-to-tongue, 30 seconds. 

The patient was placed on a low-salt diet, and he 
was digitalized and given ammonium chloride and a 
mercurial diuretic. These measures failed to cause 
diuresis. The urine output was approximately 700 ml. 
daily throughout the hospital course. Pain in the legs 
and feet became more intense. Dyspnea remained 
moderate. No specific neurologic abnormalities de- 
veloped, but lethargy became more marked. He 
lapsed into coma and quietly died on the sixth hos- 
pital day. 


Clinical Discussion 


The opening sentence of the protocol for this case 
suggests a diagnosis of congestive heart failure. How- 
ever, the paragraphs that immediately follow are sug- 
gestive in their own right that the patient had serious 
liver disease. There had been intermittent abdominal 
swelling, apparently due to ascites, and the patient 
had been a heavy user of alcohol for a long time. As 
the results of physical and laboratory examinations 
are considered, it is apparent that heart failure or 
something similar to it was indeed present and that 
there were also signs of impaired liver function. 
Evidences of heart failure included the gross en- 
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largement of the heart, congestion of the lung fields, 
the elevation of the systemic venous pressure, tlc 
corresponding elevation of spinal fluid pressure, asl 
the prolongation of the circulation times. Impairme iit 
of liver function was indicated by jaundice, ascites 
that may have been out of proportion to edema else- 
where, the low value for serum albumin, and the ab- 
normal result with the BSP test. In addition, the mode 
of death suggests cirrhosis of the liver in a patient in 
whom administration of ammonium chloride has con- 
tributed to the intoxication that marks the terminal 
phase of that disease. In that connection, it would be 
interesting to know whether a flapping tremor of the 
hands appeared during the period just before coma. 

In short, it may be concluded that the patient had 
heart failure plus disease of the liver. The question to 
be answered is: What was the relationship, if any, of 
these two types of disorder? 

Of course, liver function is impaired to some extent 
in any condition causing congestive heart failure. 
However, in this patient, the degree of impairment of 
liver function seems disproportionate for most causes 
of heart failure. Noteworthy exceptions are those 
causes for heart disease in which venous hypertension 
persists over a long period of time. This is found 
particularly in chronic constrictive pericarditis and in 
tricuspid valvular disease. In both these conditions, a 
true cardiac cirrhosis may eventuate. 

Some of the findings are somewhat suggestive of 
chronic constrictive pericarditis. For example, al- 
though the heart was large, an apical impulse was not 
perceptible. Also, the heart sounds were distant. In 
most instances of constrictive pericarditis, the heart 
does not appear enlarged in an x-ray film of the chest. 
However, there are exceptions. Sometimes the peri- 
cardium is greatly thickened or contains fluid so that 
the transverse diameter of the cardiac shadow is in- 
creased. Indeed, in some cases, one must resort to 
angiocardiography, pericardial paracentesis, or peri- 
cardial biopsy in order to distinguish between peri- 
carditis and cardiac dilatation. 

Tricuspid valvular disease seems highly unlikely. 
Usually this type of disease is a result of rheumatic 
heart disease. It is true that the patient had an illness 
in childhood that may have represented rheumatic 
fever. However, the absence of murmurs excludes a 
diagnosis of significant rheumatic valvular disease. 

Looking at the case from another point of view, it 
seems more plausible to propose that this patient's 
liver disease was related to those conditions that bring 
about portal cirrhosis, notably a heavy alcoholic intake 
and poor dietary habits. Then beriberi heart disease 
becomes an attractive explanation for the evidences of 
congestive heart failure. 
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Presumably the set-up was just right for develop- 
ment of thiamine deficiency in this patient. The pain 
and tenderness of the legs and feet suggest sensory 
nerve involvement of the type that is frequently seen 
in alcoholic patients who have a complicating beriberi 
heart disease. Nothing in the record is clearly against 
that diagnosis. Modest support is offered by the high 
pulse pressure, and the fact that the circulation times 
were prolonged is of no consequence. True, in some 
cases of beriberi heart disease, the arm-to-tongue 
circulation time is normal, but that fact has little im- 
portance in an individual case. Electrocardiographic 
findings are relatively nonspecific and are compatible 
with a diagnosis of beriberi heart disease. Finally, the 
fact that the liver was not palpated mildly suggests 


that it may have been shrunken as a result of portal 
cirrhosis, but this is a chancy conclusion in a patient 
having ascites. 

In considering portal cirrhosis, it is somewhat dis- 
quieting that cutaneous stigmas of liver disease are not 
described and a polygonal venous pattern was not 
mentioned. The presence of obesity does not exclude 
a diagnosis of cirrhosis. Some alcoholics remain sur- 
prisingly well nourished because they derive a high 
caloric intake from alcohol. 

In conclusion, it is proposed that the clinical diag- 
nosis is: (1) portal cirrhosis (alcoholic cirrhosis), (2) 
thiamine deficiency, (3) beriberi heart disease. 


(Conclusions to CLINICOPATHOLOGIC CONFERENCE, page 197) 


Radiation 
and Health 
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COMPANION BILLS introduced in the Senate (S. 1228 by Senator Neuberger and several col- 
leagues) and in the House (H.R. 4820 by Representative Porter) propose the establishment of 
a National Radiation Health Institute in the Public Health Service. The institute would be 
empowered to conduct research, support training, initiate control programs, make grants-in- 
aid for research, and be responsible for the study and treatment of diseases arising from 
atomic radiation. 

It may be questioned whether the establishment of a new institute in this field is desirable. 
The Atomic Energy Commission is already carrying out many studies on the effects of radia- 
tion on health and is working in close cooperation with the Bureau of State Services of the 
Public Health Service to measure radiation and to determine the accumulation of radio- 
activity in water, soils, and foods. The enabling act of the Public Health Service is broad 
enough to permit the bureau to expand these activities and to put into effect any necessary 
public health controls. 

But, if the proposed institute duplicates services already provided, it does not face up to 
the larger issues, for the bills would apparently confine the institute to the study of diseases 
and conditions arising from atomic radiation. At present, atomic radiation, in the usual sense, 
accounts for only a small fraction of the total radiation to which we are exposed: the back- 
ground radiation and the average exposure to x-rays account for most of the radiation burden. 
So far as health is concerned, the source of radiation makes little difference. One roentgen is 
about as bad as another. Consequently, any radiation health agency should deal with radiation 
from all sources. The problem merits a comprehensive, not a piecemeal, solution. 

The bills also propose that another agency, the Office of Radiation Health Control, be 
established in the Public Health Service. This office would in effect be empowered to carry 
out the recommendations made in the National Academy of Sciences’ report on The Biological 
Effects of Radiation by “‘making available to each person in the United States a voluntary, 
simple and efficient means of keeping a permanent record of measurable amounts of radiation 
to which he is exposed during his lifetime.” Would the considerable effort required to keep 
such records for a Jarge part of the population be worth while? Possibly the only sound way to 
find out would be to try one or more pilot programs. Such records would obviously be of 
value to anyone who decided to work in an atomic installation. For others, the value is at leas‘ 
debatable, for, at the risk of oversimplification, it may be said that the decision to expose 
anyone to x-rays is governed primarily by the necessity for diagnosis and treatment, not by 
the record of previous exposure. 

The relation of radiation to health is a problem of vast.complexity. Much has to be learned 
before we will be able to plan an effective program. Perhaps the best course to follow would be 
to let existing agencies gain more experience before deciding that it is necessary to establish 
new ones.—Editorial, Science, 125: 719, April 19, 1957. 
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Dean’s Message In HIS OPENING “Discourse upon the Institution of 
Medical Schools in America” delivered on May 30, 
1765, Dr. John Morgan, the founder of the College of 
Philadelphia, which became the School of Medicine of 
the University of Pennsylvania, said: “Perhaps this 
medical institution, the first of its kind in America, 
though small in its beginning, may receive a constant 
increase of strength, and annually exert new vigor. It 
may collect a number of young persons of more than 
ordinary abilities, and so improve their knowledge as 
to spread its reputation to distant parts. By sending 
these abroad duly qualified, or by exciting an emula- 
tion amongst men of parts and literature, it may give 
birth to other useful institutions of a similar nature, 
or occasional rise, by its example, to numerous societies 
of different kinds, calculated to spread the light of 
knowledge through the whole American continent, 
wherever inhabited.” 

Thus Dr. Morgan gave expression to an objective 
that has been cherished throughout the history of the 
school and is reflected in an introductory statement of 
objectives in its latest bulletin, as follows: ‘To enable 
students to acquire the knowledge necessary for begin- 
ning the proper practice of modern scientific medicine, 
together with an understanding of the patient as an in- 
dividual who is an integral part of the social structure ; 
to help develop intellectual independence so that stu- 
dents will be able and eager to continue their own edu- 
cation throughout their professional lives; to encour- 
age an inquisitive attitude and to foster within the stu- 
dent a desire to advance medical knowledge as wellas __ 
to apply it; and to provide opportunity for students to 
equip themselves for the assumption of leadership roles 
in medical practice and research.” 

One cannot well teach others, without continuing 
his own education. Thus, a common theme runs 
through the two statements issued with an interval of 
almost 200 years, a theme that is likewise the guiding 
principle of the American Academy of General Practice. 
Hence, it is quite fitting that members of the faculty of 
the oldest school, which so expresses its aims, should 
present a series of articles in GP, the official publication 
of the youngest of the societies, “‘calculated to spread 
the light of knowledge through the whole American 
continent.” We are happy to have this opportunity to 
participate in the Academy’s effort in this direction 
and thus in some small measure, help to realize the 

—— hopes expressed by Dr. Morgan. 
ScHoot or Mepicine, Universtry oF PENNSYLVANIA Joun McK. M.D. 
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Philadelphia, Pennsylvania 


A SUBSTANTIAL SEGMENT of surgical effort is devoted to 
the care of patients who have sustained physical in- 
jury. Injuries of the hand are common, and it has been 
estimated that about 30 per cent of all wounds involve 
the hand. The immediate treatment and later recon- 
struction of the severely injured hand requires the 
services of an expeyienced surgeon familiar with the 
anatomy and physiology of the hand. The surgeon 
must be prepared to employ techniques developed in 
the specialties of plastic, orthopedic and neurologic 
surgery. The importance of the hand and the economic 
loss that results from injury to it are self-evident. 
Wounds of the hand vary greatly and may be con- 
veniently divided into sharp lacerating wounds in 
which tissue damage is confined to the immediate area 
of injury, and crushing wounds in which cellular des- 
truction is diffuse and extensive. 


General Principles 


An open wound of the hand should be covered with 
a sterile dressing, under firm but not constricting pres- 
sure. Unless the wound is protected it is subjected to 
continuing contamination. The hand should be ele- 
vated and splinted in a position of function. A tourni- 
quet should not be employed unless compression and 
elevation fail to arrest bleeding, for it produces ische- 
mia of the hand and compresses the nerves of the upper 
extremity. 

Listorical Influences. An accurate history will pro- 
vide valuable information about the nature of the in- 
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Management of Injuries of the Hand 


CLETUS W. SCHWEGMAN, M.D. 


University of Pennsylvania School of Medicine 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 
This is the first of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


jury and the time and place of its occurrence. Sharp, 
clean objects produce minimal cellular damage, while 
crushing injuries produce extensive destruction of tis- 
sue. If all other factors remain constant, the danger of 
infection is proportional to the extent of tissue death. 
The interval between injury and treatment is important 
because bacteria that are introduced into the wound at 
the time of injury require a variable amount of time to 
adjust themselves to life in the tissue of the host. If 
bacteria are given this opportunity, infection ensues. 
While the “golden period” (the interval between con- 
tamination and infection) has been arbitrarily estab- 
lished at six hours, it is evident that this interval is 
variable and is dependent upon the nature of the injury 
itself, the degree of contamination, and the virulence 
of the organisms within the wound. Wounds sustained 
at the time of autopsy examination and lacerations of 
the hand accidentally incurred during the course of 
operation upon septic patients are particularly dan- 
gerous. 

Nerve and Tendon Injury. The wound should be in- 
spected, not probed, to determine the extent of the 
injury, as damage to nerves and tendons can usually be 
detected by appropriate testing with the wound cov- 
ered. The division of sensory nerves of the hand pro- 
duces partial or complete anesthesia of the denervated 
finger. In primary digital injuries both sides of each 
finger must be examined. Severance of the motor branch 
of the median nerve, which innervates the thenar mus- 
cles, may be detected by the inability of the patient to 
oppose the thumb firmly to the tip of the little finger. 
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After division of the motor branches of the ulnar nerve 
the patient is unable to abduct or adduct the digits. 
Tendon severance may be recognized by testing the 
action (flexion and extension) of every joint of each 
digit. It is important to remember that the deep flexor 
tendon inserts into the base of the distal phalanx, and 
this phalanx must be observed if injuries to the deep 
tendon are not to be overlooked. Flexion of the finger 
at the proximal interphalangeal joint and at the meta- 
carpophalangeal joint is a function of the superficial 
flexor. Furthermore, the metacarpophalangeal joint 
may be flexed by the interossei and lumbrical muscles 
without the aid of the common flexors of the finger. 

Definitive Treatment. The definitive care of the wound 
by the surgeon should take place in the operating room 
with the employment of the so-called aseptic technique. 
Properly selected instruments and suture materials, 
good illumination and adequate assistants, are essential. 
A general anesthetic or brachial plexus block are usu- 
ally preferable unless the injury is minor. The hand 
and forearm are scrubbed with soap and water for a 
period of ten minutes with the wound covered. After 
the hand and forearm have been rinsed with sterile 
water, the wound itself is gently cleansed with fresh 
soap and water for a similar period and then irrigated 
with sterile saline. The identification of injured struc- 
tures and the reconstruction of damaged tissue is facili- 
tated in a bloodless field. Such a field may be secured 
by the use of a blood pressure cuff on the arm under 
pressure of 200 to 300 millimeters of mercury. 

The wound should be carefully inspected in order 
to determine accurately the extent of the injury. All 
devitalized tissue is carefully excised layer by layer in 
an effort to convert the contaminated wound into a 
relatively clean one. If the excision is carried out soon 
after injury and if it is complete and thorough, infec- 
tion can usually be prevented. Although all devitalized 
and severely crushed skin must be excised, all viable 
skin should be preserved, for it may be utilized in the 
subsequent closure of the wound. All devitalized sub- 
cutaneous fat, fascia and noncontractile muscle are 
sacrificed. Bone fragments with soft tissue attachments 
are preserved and placed into their proper positions, 
while small bone fragments without soft tissue connec- 
tions should be removed. 

After excision of the wound has been completed, 
the surgeon must decide whether or not primary repair 
of tendons and nerves is justified. 


Tendon Repair 


Primary tendon repair is inadvisable if (1) the wound 
cannot be closed with viable skin (free split-thickness 
skin grafts provide poor covering for tendon anasto- 
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moses), (2) the wound is six hours old or older, (3) 
the wound is extensive and crushing in character, 
(4) flexor tendons are severed within their sheaths, and 
(5) if the tendon injury overlies a fractured bone. 

Success in the repair of tendons is dependent upon 
good judgment and meticulous technique. A successful 
repair cannot be anticipated if damaged tissue is in- 
cluded in the suture line. For this reason devitalized 
tips of tendon are excised. Accurate approximation 
without axial rotation of severed ends is essential. Ten- 
sion in the line of suture must be eliminated by splint- 
ing the joints adjacent to the anastomotic line in a 
favorable position for a period of about three weeks. 

If infection is present or is anticipated, primary ten- 
don repair should nevertheless be undertaken. Sutfh- 
cient viable skin must be available for the covering and 
protection of the sutured tendon. If skin is sutured 
under tension, it will become necrotic and the under- 
lying tendon repair will inevitably fail. If the sutured 
ends of tendons are surrounded by viable fat or other 
tissue with a smooth, glistening surface, a satisfactory 
result may be expected. Cicatrix, bare bone and dam- 
aged tissue including recent fractures, provide a poor 
bed for an anastomotic line. 

In many hospitals primary repair of tendons is con- 
traindicated if the interval between injury and definitive 
treatment exceeds six hours. While the application of 
this rule is helpful, it is evident that time is only one 
of many factors that must be considered in reaching a 
decision. For example, the injury produced by a bite 
is unsuitable for tendon repair from the moment it was 
sustained, while a wound created with a clean sharp 
instrument may be ideal for tendon suture after a delay 
of 24 hours. 


Diacnosis oF TENDON INJURY 


The recognition of severed extensor tendons in the 
finger is ordinarily not difficult if the patient is obliged 
to extend the finger against resistance. If the common 
extensor tendons of the fingers are severed, the meta- 
carpophalangeal joints will assume a position of semi- 
flexion. In the presence of such an injury, extension 
of the interphalangeal joints may be implemented 
through the action of the interossei and lumbricals. 
If the central ribbon of the extensor tendon is severed 
over the proximal interphalangeal joint, this joint as- 
sumes a position of flexion while the distal interphalan- 
geal joint remains in extension, and if the extensor 
tendon is severed at or near its insertion in the distal 
phalanx, this phalanx drops. If the long extensor to the 
thumb is divided, the distal phalanx will remain in a 
flexed position, while the short extensor, if intact, will 
extend the metacarpophalangeal joint. Division of the 
abductor pollicis longus produces an unstable thumb. 
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Division of deep flexor tendons may be recognized by 
the inability of the patient to flex the distal phalanx 
against resistance. If the superficial flexors are severed, 
the grasp is weakened and the patient is unable to 
clench the fist tightly. If both flexor tendons (deep 
and superficial) are severed, weak flexion of the meta- 
carpophalangeal joint is still possible through the ac- 
tion of the interossei muscles. If the long flexor of the 
thumb is divided, flexion of the interphalangeal joint 
is lost; however, the metacarpophalangeal joint may be 
flexed by the action of the short flexor. 


TREATMENT OF TENDON INJURIES 


Extensor Tendons. The extensor tendons are rela- 
tively easy to repair with end-to-end, overlapping, or 
interlacing anastomosis. After the repair has been com- 
pleted, the fingers are maintained in a position of ex- 
tension for about three weeks. The extensor tendons 
of the dorsum of the hand are flat, and their repair is 
usually successful. 

A tiny longitudinal slit may be made in the tendon, 
about 4 inch from the severed end. The opposite end 
of the severed tendon is threaded through the slit with 
overlapping of the tendon ends. The overlapped por- 
tions of the tendons are then secured with mattress 
sutures or fine silk or wire. A simple figure-of-eight 
suture of stainless steel wire which engages both skin 
and tendon may be preferred. Such a suture is removed 
after the tendon has healed. The tendon may be su- 
tured end to end with a permanently buried suture of 
silk (Figure 1). 

At the metacarpophalangeal joint the extensor ten- 
don possesses a broad aponeurosis with a thick central 
tendon. The central tendon may be repaired with a 
simple mattress suture of silk or stainless steel wire. 
If the entire extensor tendon has been severed, repair 
is more complicated, as many of these injuries are as- 
sociated with damage to the joint. Dislocations must 
be reduced and the joint capsule closed with silk su- 
tures. Fractures of the metacarpal head may be im- 
mobilized in their proper position with an intramedul- 
lary nail introduced through the articular surface. The 
extensor mechanism is then repaired with interrupted 
sutures of silk or fine wire. 

If the central portion of the extensor tendon is sev- 
ered over the proximal interphalangeal joint, the finger 
assumes a position of acute flexion at this point. If the 
central slip of tendon has been torn from its insertion 
into the base of the middle phalanx, the tendon must 
be anchored to bone by drilling a hole through the 
bone (proximal articular surface of the middle pha- 
lanx). The tendon is then secured to the bone with a 
mattress suture of silk or wire. 

The extensor mechanism at the level of the middle 
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End-to-end repair of extensor tendon 
with interrupted sutures ; 


Figure 1. Techniques of tendon repair. 
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Figure 2. End-to-end anastomosis of flexor tendon with permanently 
buried silk sutures. 


Figure 3. End-to-end anastomosis of tendon. 


phalanx is represented by expansion of the lateral 
aponeurosis of the extensor tendon. If one of these two 
lateral bands is intact, repair is not necessary. If both 
bands have been divided, the severed ends may be 
united with mattress sutures of silk or stainless steel 
wire. The finger is splinted with flexion of the proxi- 
mal interphalangeal joint and extension of the distal 
interphalangeal joint. 

With division of the extensor tendon at the distal 
interphalangeal joint, the distal phalanx drops and 
produces a mallet finger. In these injuries, conservative 
treatment without operation deserves a trial. The finger 
is splinted with the proximal interphalangeal joint in 
acute flexion and the distal interphalangeal joint in 
extension for a period of four weeks. 

Flexor Tendons. The carpal canal on the volar surface 
of the hand is an important area, for within it may be 
found the flexor tendons to the digits, the median nerve 
and the ulnar nerve. Repair of the tendons in this 
region is difficult, and the results are unsatisfactory as 
the sutured tendons become adherent to adjacent 
structures. Tendon injuries in the palm are favorable 


for primary repair. Simple end-to-end suture of ten- 
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dons with nonabsorbable material is adequate, ind 
complicated suture techniques are not usually neves- 
sary (Figures 2 and 3). 

In the palm, both superficial and deep tendons ‘nay 
be sutured without jeopardizing the repair. In the dis- 
tal part of the palm, the tendons are enclosed in a 
sheath, and the anastomotic line, if repair is attem) ted, 
lies within the sheath to which it is prone to become ad- 
herent. If the tendon is severed with the fingers in 
flexion, the tendon is cut distal to the wound in the 
skin and the line of repair will lie within the sheath. 
If the anastomotic line lies distal to the proximal flexion 
crease of the fingers when they are fully extended, the 
injury should be considered and managed as a digital 
one. If the suture line lies within the palm with the 
fingers fully extended, a good functional result may be 
expected by direct end-to-end tendon suture with fine 
silk or wire (Figures 2 and 3). 

To repair the long flexor tendon of the thumb, an 
incision may be made on the radial side of the thumb 
with extension of the incision proximal to the meta- 
carpophalangeal joint. Care must be taken to preserve 
the opponens muscle and the motor branch of the 
median nerve which innervates it. The proximal end of 
the tendon is identified with the wrist in full flexion. 
Primary repair is accomplished by the employment of 
the pull-out wire technique of Bunnell or by direct 
end-to-end anastomosis with silk. The tendon sheath 
should be slit or partially excised to accommodate the 
sutured tendon. The hand should be immobilized for 
a period of three weeks with the wrist in flexion. If the 
proximal end of the tendon has retracted, it may be 
recovered through a short transverse incision in the 
wrist. The tendon lies on the radial side of the deep 
flexor tendon of the index finger. The proximal end of 
the tendon is threaded through its proper channel into 
the distal wound. The severed ends of tendon may be 
sutured by direct end-to-end anastomosis with perma- 
nently buried sutures of silk or by the pull-out wire 
technique (Figure 4). 

Primary repair of flexor tendons within the sheaths 
of the digits is attended by a high percentage of poor 
functional results. If a good functional result is to be 
expected, the sutured tendon at the metacarpophalan- 
geal joint must possess an amplitude of excursion of 
at least one inch. The proximal phalangeal area has 
been referred to as “No Man’s Land,” as successful 
primary repair of the tendons in this area is unusual. 
It is generally agreed that if both flexor tendons have 
been divided in this region, the superficial flexor should 
be excised together with a portion of the sheath. Re- 
pair is confined to the deep flexor. Permanently buried 
suture material acts as a foreign body and provokes an 
inflammatory response with the production of adhe- 
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sions. In an effort to eliminate this factor, Bunnell 
introduced the technique of suturing at a distance 
(Figure 5). 

With this technique, the proximal contractile por- 
tion of the tendon is pulled distally by a wire incorpo- 
rated into the tendon proximal to the level of injury. 
The proximal end of the tendon is brought into con- 
tact with the distal end and held in that position by 
anchoring it over a button in the distal palm. The 
suture is removed with a pull-out wire three weeks after 
completion of the repair. Successful repair is dependent 
upon accurate end-to-end approximation. Since suc- 
cessful primary repair in this area is unlikely, delayed 
secondary repair may be preferable. The danger of 
infection is reduced, and there is less chance that the 
repaired tendon will become adherent to the wound. 


SECONDARY TENDON REPAIR 


While end-to-end tendon suture in the palm is usu- 
ally successful, a graft is desirable if the tendon is 
divided within the ensheathed portion of the flexor 
tendons of the digits. The surgeon must dissect out all 
of the damaged parts and identify them before under- 
taking the repair. At this point a decision must be made 
as to whether or not end-to-end suture is preferable 
to a tendon graft. The results of end-to-end suture 
within tendon sheaths are poor, and for this reason a 
graft is usually employed. If tendon substance has been 
lost or if the proximal tendon end has a limited excur- 
sion due to scarring or contracture, the results are 
disappointing. It is for these reasons that grafts are 
utilized. 

The grafts may be obtained from the palmaris longus 
and the extensor tendons of the toes. The distal end 
of the graft is placed as close to the insertion of the 
tendon as possible, while the proximal end of the graft 
should lie high in the palm where the danger of ad- 
herence to surrounding structures is more remote. 
When the long flexor of the thumb is to be replaced, 
the graft should run from the low forearm to the distal 
phalanx. 

While it is difficult to estimate with accuracy the 
proper length of a graft, it should be just long enough 
to permit normal function of the digit when the wrist 
is flexed and extended. The tendon graft is joined to 
the proximal end of the tendon by end-to-end suture or 
by the employment of the pull-out wire technique. 
Distally the graft may be secured to the stump of the 
damaged tendon at its insertion by direct end-to-end 
anastomosis with silk, or it may be fastened directly to 
bone. The distal tendon junction may be secured by 
many available techniques so that it is largely a matter 
of the surgeon’s preference. 

After the tendon graft has been completed the wound 
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is closed in the usual fashion, and the extremity is 
splinted in a position that eliminates tension on the 
anastomotic line. While there are some surgeons who 
advocate early active motion, there are many who prefer 
complete rest of the part for at least three weeks. 


Nerve Injuries 


Nerve injuries are more common than generally real- 
ized. By pricking the tips of the fingers with a pin, one 
can ordinarily determine whether or not the median or 
ulnar nerves, or both, have been severed. A severed 
digital nerve in the finger produces a loss of sensation 
on the corresponding side of the finger, while division 
of the digital nerves in the palm produces anesthesia 
on adjacent sides of the fingers. 

The motor branch of the median nerve lies at the 
base of the thenar eminence. When the nerve is 
severed, the patient cannot abduct or oppose the 
thumb because there is paralysis of the short abductor 
and opponens muscles. 

The motor branch of the ulnar nerve supplies the 
interossei and adductors of the digits as well as the 


Figure 5. Suture at a distance (Bunnell): 
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short muscles at the base of the little finger. Testing 
for this function may be carried out by asking the pa- 
tient to spread the fingers and then bring them to- 
gether again in full extension. The fingers may be 
spread by the action of the long extensor tendons but 
they cannot be brought together again while fully ex- 
tended except by the action of the interossei. 

The sensory areas supplied by the median nerve in- 
clude the volar surface of the thumb, index, long finger, 
and usually one-half of the ring finger and all of the 
palm on the radial side of the metacarpal of the ring 
finger (Figure 6). 

If a nerve is contused, there may be a temporary loss 
of conductivity, with paralysis and loss of sensation. 
Recovery usually takes place within a period of days 
or weeks. If the nerve is completely severed, recovery 
is not possible without surgical repair. 


Primary vs. SECONDARY REPAIR OF NERVES 


It is difficult to be dogmatic as to whether primary 
or secondary nerve repair gives a better functional 
result. If a nerve is cut cleanly, there is reason to be- 
lieve that a satisfactory result can be anticipated with 
primary repair. If the nerve is damaged for a consider- 
able distance, or if infection is anticipated, it is better 
to resort to secondary repair. 

In the fingers, the digital nerves may be exposed 
through a midlateral incision. The incision extends 


down to the fascia overlying the tendon and bone. Thie 
full thicknesses of skin and subcutaneous tissues re 
reflected toward the palm. The digital nerve ends «re 
identified, and damaged tips are sacrificed, and the svv- 
ered ends are approximated with interrupted sutures 
of very fine arterial silk without tension. The suture 
should engage the perineurium but not the nerve itself 
(Figure 7). 

When a nerve is injured by laceration in the palm, 
the wound may be extended by an incision that paral- 
lels the flexion creases. This incision gives access to 
the branches of the median nerve in the palm including 
the motor branch which innervates the small muscles of 
the thumb. Nerves in the palm may be repaired with 
techniques identical to those for the finger. The medial 
branches of the ulnar nerve in the palm may be exposed 
through an incision made on the ulnar side of the hand. 
It is important that this incision be equidistant between 
the volar and dorsal surfaces. The skin and subcutane- 
ous fat is reflected up en bloc toward the palm. 


SuTURE TECHNIQUES 


After the nerve ends are identified, the damaged 
ends should be removed. Two sutures are placed on 
opposite sides of the nerve ends to act as guides. The 
volar aspect of the nerve is then sutured by employing 
interrupted sutures of very fine silk on an atraumatic 
needle. After the anterior line of sutures has been 
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Figure 6. Sensory innervation of hand. 
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placed, the nerve is turned over (180°) with the aid 
of the guide sutures, and the posterior anastomotic 
line is completed. Before the wound is closed, the hand 
is placed in a position that eliminates tension on the 
suture line and is maintained in that position for a 


period of from seven to 12 days. 


SECONDARY REPAIR OF NERVES 


Secondary repair should be carried out within six 
to eight weeks after the wound has healed, and when 
the danger of infection has been eliminated. The nerve 
may be approached through the original wound with 
appropriate extension parallel to the flexion creases of 
the palm, or it may be approached by employing an 
elective incision. In general it is better to identify the 
nerve proximal and distal to the point of injury. 

The proximal and distal ends of the nerves are 
identified and all damaged portions of the nerves are 
excised. If the nerve ends can be brought together 
without tension, they are sutured together with inter- 
rupted sutures of fine silk on an atraumatic needle. 

If a segment of nerve has been lost as a result of 
injury, the nerve ends usually may be brought to- 
gether without tension by (1) placing adjacent joints 
in a favorable position (usually flexion), (2) mobiliza- 
tion of the nerve trunks proximal and distal to the 
area of injury, and (3) transplantation of the nerve to 
an advantageous position. The extremity may be im- 
mobilized in a position that eliminates all tension at 
the suture line for a period of from seven to ten days. 


Closure of Wounds 


All wounds of the hand should be covered with skin 
as soon as possible after injury unless the danger of 
infection is great. Skin that has been partially or com- 
pletely detached from the hand is preserved and util- 
ized if it is viable. Any avulsed skin should be turned 
over to expose its under-surface, and all foreign ma- 
terial and fat attached to the skin flaps should be re- 
moved after which both surfaces of the skin flap are 
cleansed with soap and water. The skin is then sutured 
into position without tension. 

If skin has been lost at the time of injury or must be 
sacrificed when the wound is excised, the cutaneous 
defect may be corrected by the employment of free 
skin grafts or flaps. Early closure of a cutaneous defect 
with skin will minimize the danger of infection, protect 
the deeper structures, and produce a better functional 
result. In general, free split-thickness skin grafts are 
satisfactory and provide an effective biologic dressing. 
Ordinarily, free split-thickness grafts are utilized to 
cover cutaneous defects, contaminated wounds and 
granulating surfaces. 
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Figure 7. Nerve suture technique. 


A freshly contaminated wound may be converted 
into a relatively clean one by removal of all devitalized 
tissue and foreign material. A graft is placed upon the 
recipient site without tension, and gentle pressure is 
applied to the graft to keep it in intimate contact with 
its bed. The injured hand is then elevated and splinted 
into the position of function. 

Incomplete avulsions of the skin are more common 
than complete ones. The survival of partially avulsed 
skin is dependent upon the adequacy of its circulation. 
If the attachment is proximal, the skin has a better 
chance to remain viable than if the attachment is distal. 
If the width pf avulsed skin is twice as great as its 
length, the chances of survival are good. If the avulsed 
skin is longer than it is broad, it is probably better to 
detach the pedicle completely, excise the subcutaneous 
fat, and employ the skin as a free graft. With incomplete 
avulsion, venous congestion is a greater problem than 
arterial ischemia. 

If the avulsed skin is not available or cannot be util- 
ized, the defect may be closed by employing free split- 
thickness grafts or a pedicle flap. If tendons and bone 
are exposed, a split-thickness graft is not satisfactory 
as a permanent cover, as the tendons will become ad- 
herent to the graft. A split-thickness graft, however, 
may be utilized as a temporary biologic dressing with 
the full realization that a secondary plastic procedure 
will be necessary. 
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When tendons and bones are exposed, an abdominal 
flap may be used to cover the defect. An incision is made 
through the abdominal skin and subcutaneous tissue 
down to the fascia. The flap is undermined, and all 
bleeding vessels of the flap and of the donor site are 
ligated. The elevated flap is sutured into the cutaneous 
defect on the hand, and the donor site is covered with a 
free split-thickness graft. The hand is so immobilized 
on the abdominal wall that the flap is free of tension 
and torsion. 


Summary 


If the proper surgical treatment is provided soon 
after injury, serious infections of the hand can usually 
be prevented. The freshly contaminated wound should 
be converted into a relatively clean one by careful and 
thorough wound excision. The recognition of damage 
to tendons and nerves is ordinarily not difficult if atten- 
tion is directed to the motor and sensory functions of 
the digits. The absence of anesthesia in all digits virtu- 


ally eliminates the possibility of nerve division. Flexion 
of the distal phalanges against resistance excludes s: \- 
erance of the deep flexors. Fractures may be deteci-d 
by the presence of deformities and by appropriate x-) .y 
films. 

Considerable experience is necessary in order to «\e- 
cide whether or not primary repair of nerves and tcn- 
dons is justified. If infection is anticipated or if the line 
of repair cannot be covered with viable skin, primary 
repair should not be undertaken. 

A sutured tendon must glide if a good functional re- 
sult is to be expected. This necessary excursion of the 
sutured tendon is precluded if the anastomotic site is 
established in a bed of bare bone and cicatrix. 

All wounds of the hand should be covered with viable 
skin as soon as possible after injury in order to prevent 
infection, to protect underlying structures, and to mini- 
mize deformities. Antibiotics should be administered in 
therapeutic doses to assist in the prevention and control 
of infection. These agents should be considered ad- 
juncts to and not substitutes for proper surgical care. 


izing drugs, the 


the nation. 


Drop in Shock Therapy 


~ 
Since the advent of widespread use of tranquil- 


use_of electric and insulin shock 
jyeatment for mental ilmess has been reduced by 
about 90 per cent at VA Wnental hospitals. That 
estimate was made from a representative samp- 
ling of VA neuropsychiatric hospital 
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Therapy in Severely Burned Patients 


Hircucock anD Horowitz reported the results of 
treatment of 170 burned patients at the University of 
Minnesota Hospitals, from 1945 to 1955. There were 
139 patients with third-degree burns and 31 with burns 
of only first and second degree. 

The mortality of the 31 patients having less severe 
burns was 9.7 per cent. All of these deaths occurred in 
infants under 1 year of age. There were 17 deaths 
among the patients having third-degree burns, a mor- 
tality rate of 12.2 per cent. The over-all mortality rate 
was 11.7 per cent. 

Five patients with 40 per cent burns survived, as did 
two with 50 per cent burns and two with 55 per cent 
burns. Among the ten patients with 50 per cent or 
more of their body surface burned to a depth of third 
degree, 50 per cent died. In general, the mortality rate 
for all patients with third-degree -burns was 20.5 per 
cent. 

The authors recommended administration of liberal 
amounts of various types of solutions, including whole 
blood. In the treatment of the burned area itself, the 
authors advised a completely open method of manage- 
ment, without recourse to initial débridement. Ap- 
proximately three weeks after injury, débridement and 
immediate grafting with both homografts and auto- 
grafts were employed. (Arch. Surg., 74:485, 1957.) 


Gallbladder Diverticula 


ALCORN AND FRANK discussed the significance of out- 
pocketings of the gallbladder mucosa, communicating 
with the lumen of the organ. These diverticula, also 
known as Rokitansky-Aschoff sinuses, or cystitis 
glandularis proliferans, are protrusions of the gall- 
bladder mucosa through the muscular layer of the wall. 
They result, according to the authors, from weakness 
of the muscular layer together with increased intra- 
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Tips from Other Journals 


lumenal pressure. Absence of the muscularis mucosa, 
sparseness of muscle fibers, and frequent piercing of 
the muscularis by blood vessels create the potential 
spaces for herniation in the presence of disease. 

Other writers have indicated that gallbladders with 
diverticula usually also show histologic evidence of 
chronic cholecystitis. Therefore, the demonstration of 
diverticula by cholecystography should be considered 
strong presumptive evidence of gallbladder disease. In 
some cases, the sinuses appear in routine gallbladder 
series. In others, they are visualized only after a fatty 
meal. When the sinuses connecting the diverticula 
with the gallbladder lumen are small, the increased 
intralumenal pressure produced by the fatty meal may 
be required for filling of the tracts with dye. (Arch. 
Surg., 74:500, 1957.) 


Large Bowel Injuries 


ZiPERMAN discussed the over-all management of 
wounds of the colon carried out during the Korean 
War. He stated that treatment in general consisted in 
exteriorization of the injured area of the bowel, as prac- 
ticed during World War II. Based on this procedure 
and on certain changes instituted during the Korean 
conflict, he stated that there was a reduction in mortal- 
ity of 50 per cent of large bowel injuries as compared 
with World War II. 

The diagnosis of colon injury was made by an in- 
spection of the patient to determine the location of 
wounds of entry and exit. Based on ‘this, and on the 
man’s position at the time of wounding, the probable 
organ damage was estimated. A direct relationship was 
found between the number of viscera damaged and the 
degree of shock. 

Single wounds of the colon were treated by exterior- 
ization. In multiple wounds, the distal perforation was 
closed and the proximal one exteriorized. When the 
perforations were close together, it was recommended 
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that both be exteriorized as a single loop colostomy, 
with the perforations connected by incision of the in- 
tervening bowel. When the colon injury was extensive 
at multiple locations, it was advised that resection and 
exteriorization be performed at the proximal site, and 
resection plus anastomosis at the distal site. Wounds 
of the cecum and ascending colon carried the highest 
mortality. In general, the best results in these injuries 
were obtained by right hemicolectomy and anastomosis. 
In a group of 372 colon wounds the case fatality rate 
was 15.9 per cent. (Armed Forces M. J., 7:85, 1957.) 


Congenital Imperforate Anus 


BELL AND SmirH reported 12 cases of congenital imper- 
forate anus and discussed the management of this anom- 
aly. The patients varied in age from 1 day to 9 months. 
Eight were males, and four were females. Eight had 
other congenital abnormalities. Six of these were rec- 
tovaginal fistulas. There were three postoperative 
deaths. 

The authors stated that this anomaly should be cor- 
rected surgically as early as possible after it is discov- 
ered, since at no time in the neonatal period is a full- 
term infant better equipped to withstand the shock of 
operation than during the first few days of life. The 
presence of other anomalies, such as rectovesical or 
rectourethral fistula, as well as defects in development 
in other parts of the gastrointestinal tract, should be 
ascertained preoperatively. The operative approach, 
and pre- and postoperative management should be 
dictated by the number and types of these anomalies, 
and by the age of the patient. 

A perineal approach was recommended for the im- 
perforate anal membrane, for low rectal pouches lying 
within 1 and not more than 2 cm. of the skin, for short 
perineal fistula, and for low rectovaginal fistula. The 
combined abdominal operation was advised where the 
rectal pouch ends blindly 2 cm. or more above the skin, 
in practically all rectourinary fistulas, in high recto- 
vaginal fistulas, and in cases where the anus and anal 
pouch are normal with the rectal pouch ending blindly 
in the hollow of the sacrum. 

The authors stated that the postoperative followup 
should continue for at least a year, and should include 
measures to’ prevent fecal impaction. (Armed Forces 


M. J., 7: 36, 1957.) 


Unusual Deaths Following Cardiac Surgery 


Barr AND Sommers have reviewed the pathologic find- 
ings in a group of patients who died in an unusual and 
unexpected manner after mitral or aortic valve surgery. 

In one case, following fracture of a heavily calcified 
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anterior mitral commissure, the blood pressure beciine 
unobtainable. Although blood pressure and respira- 
tions returned to normal postoperatively, the patient 
died on the second day. At autopsy, it was found that 
a calcific valve fragment had embolized to the right \ er- 
tebral artery. 

The grave importance of accurate and complete pre- 
operative diagnosis is emphasized by the case of a 
patient who died in shock soon after mitral commis- 
surotomy. Post-mortem examination revealed an 
interauricular septal defect. This was an undiagnosed 
case of Lutembacher’s syndrome. It is recognized 
that such cases do not respond well to mitral commis- 
surotomy, especially if mitral regurgitation is produced 
or increased. (Am. Heart J., 53: 232, 1957.) 


Nocardiosis 


BALLENGER AND GOLpRING report the case of a child first 
seen at age 9 months with cough, fever, diarrhea, mal- 
nutrition, lymphadenopathy, hepatosplenomegaly, bi- 
lateral pulmonary congestion and anemia. Extensive 
diagnostic studies were not helpful. The subsequent 
three-year course was one of unrelenting fever, growth 
failure, anemia, progressive chronic pulmonary disease 
with cavitation, clinical and x-ray evidence of remis- 
sions and exacerbations and a lack of response to anti- 
biotics. 

Autopsy revealed extensive suppuration in lungs, 
pleura, pericardium, thyroid gland, spleen, liver and 
kidneys. Exudates from these organs yielded pure 
growths of Nocardia asteroides within 24 hours. 

The authors’ careful search of the world literature 
revealed 95 established cases of systemic nocardiosis. 
Eleven of these occurred in the pediatric age group. 
Most of the recorded cases represented primary pul- 
monary infections. The mortality rate has been 68.4 
per cent. The advent of sulfonamides and antibiotics 
has resulted in a slight decline in mortality. 

Three of the nine species of Nocardia are pathogenic 
for man. Nocardia appears in stained smears of sputum 
or exudate as gram-positive, weakly acid-fast, single 
or branching filamentous rods. Fragments may be in- 
distinguishable from tubercle bacilli. The organism 
grows well on ordinary media under aerobic conditions. 
Mycelial, ball-like colonies appear in 24 to 72 hours, 
but recognizable colonies may not appear for from 
four to six weeks. 

The respiratory tract is probably the usual site of 
entry for the organism, but the gastrointestinal tract 
is also a portal in man. Nocardia may be introduced 
into the tissues through superficial trauma. 

The pathology is usually that of a caseous broncho- 
pneumonia with subsequent suppuration and cavita- 
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tion. Hematogenous dissemination with metastatic 
abscess formation in multiple organs is frequent. 
Roentgenologic findings in the lungs are nonspecific, 
simulating bacterial pneumonias and the common 
infectious granulomas. Brain abscess or purulent 
meningitis is another part of the clinical picture. 

The treatment of choice in this infection appears to 
be the sulfonamide drugs plus appropriate surgical 
drainage. 

The case reported by Ballenger and Goldring em- 
phasizes the close resemblance of this disease to tuber- 
culosis. The literature demonstrates the clinical and 
pathologic similarity of nocardiosis and tuberculosis. 
The diseases have occurred simultaneously in several 
instances. (J. Pediat., 50:145, 1957.) 


Uses of Quinidine 


SoxoLow emphasizes that the effects of quinidine cor- 
relate with the blood level of the drug more closely than 
with dosages. For example, he has observed a fivefold 
difference in serum concentrations resulting from doses 
of 3 Gm. a day. In turn, the therapeutic or toxic effect 
of the drug depended upon its concentration in the 
blood. 

The amount of quinidine in the blood can be meas- 
ured quite readily by fluorometric techniques. When 
the drug is given by mouth, the peak concentration 
reached after an individual dose occurs in about two 
hours. In contrast, the maximal concentration occurs 
in about one hour with quinidine gluconate given intra- 
muscularly and the rise in serum concentration is con- 
siderably higher. 

In cases of chronic auricular fibrillation, Sokolow 
found that 80 per cent of all conversions by quinidine 
occurred with doses of 3 Gm. of quinidine a day or less. 
In such conversions serum concentrations usually were 
at levels of 6 to 8 micrograms per milliliter. Aside from 
the size of dose, other factors interfered with conversion 
of chronic auricular fibrillation. These included rheu- 
matic etiology, duration of fibrillation longer than six 
months, presence of cardiac failure that did not respond 
to usual measures of therapy, and mitral insufficiency. 

Larger doses of quinidine generally give higher blood 
levels. There is a close correlation of serious toxic effects 
with the concentration of the drug in the blood. Soko- 


n low’s appraisal of serious toxicity includes (1) frequent 

ventricular premature beats, (2) an increase of QRS 
yf width of 50 per cent or more, (3) complete AV block, 
t (4) ventricular tachycardia, or (5) ventricular fibrilla- 
d 


tion. The relationship of such myocardial toxicity to 
serum concentrations of quinidine is shown in the 


illustration at the right. (Ann. Int. Med., 45:582, 
1956.) 


GP july 1957 


Hirschsprung's Disease in the Newborn 


HIRSCHSPRUNG’S DISEASE is due to congenital aplasia of 
the myenteric plexus of the intestine. Bowden and his 
coworkers report five fatal cases in which symptoms 
began in the neonatal period. In four of these, the 
ganglion aplasia involved the whole large bowel and a 
portion of the small intestine. 

In this disease, ganglionic aplasia extends proximal 
to the splenic flexure in less than 10 per cent of cases. 
In fact, the synonym, congenital megacolon, is fre- 
quently employed, implying that the small intestine is 
not involved. These authors emphasize that the vagal 
innervation of the small intestine and right colon may 
be aplastic, as well as the pelvic parasympathetic inner- 
vation of the left colon. 

The presenting symptoms were vomiting and ab- 
dominal distention. Meconium stools were usually 
passed, and one infant had diarrhea. Roentgenographic 
findings were confusing. There was usually evidence of 
acute small bowel obstruction. Pneumoperitoneum was 
present in two cases. Meconium ileus or ileal atresia 
were suggested by initial x-ray studies, but were ruled 
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out by the presence of gas in the rectum. The barium 
enema demonstrated the colon to be smaller than nor- 
mal in three of the five cases. The final stage of the dis- 
ease is perforation of the ileum and peritonitis. 

The authors believe that “long segment” Hirsch- 
sprung’s disease is not rare. Therapy is a tremendous 
problem. The only rational approach seems to be re- 
moval of the aganglionic segment of bowel. (J. Pediat., 
50:321, 1957.) 


Reactions to Oral Penicillin 


MAGANZINI reports two cases of acute anaphylactic 
shock due to penicillin administered orally. One case 
was due to penicillin V (phenoxymethy] penicillin) and 
the second case was caused by penicillin G. Reactions 
of all types to orally administered penicillin have been 
reported to occur less frequently than to parenteral 
administration, varying in several large series from 
0.2 to 2.0 per cent. In none of the reports was anaphy- 
laxis mentioned. However, oral administration of peni- 
cillin can cause anaphylactic reactions. With the addi- 
tion of the two cases reported by the author a total of 
13 cases due to tablets have been reported. 

As with other agents causing anaphylactic shock, it 
is usually necessary to have a previous exposure to 
penicillin (the sensitizing dose) followed after a lapse of 
several weeks, months or even years, by another dose 
(the shocking dose). The antibodies that are built up 
after the first dose combine with the antigen (peni- 
cillin) on the second administration with an immediate 
reaction. This occurs within seconds to minutes. A 
previous reaction to penicillin, regardless of the type 
or mildness, enhances the possibility of anaphylaxis on 
subsequent administration. 

Treatment consists in the immediate administration 
of epinephrine intramuscularly or intravenously, the 
establishment of a free airway, oxygen, intravenous or 
intramuscular administration of pressor substances for 
shock, and aminophylline for bronchospasm. Epineph- 
rine should also be injected at the site of penicillin 
injection with a tourniquet placed above the area, 
when the reaction is from parenteral administration. 
After this, sterols and antihistaminics should be given. 


(New England J. Med., 256:52, 1957.) 


Acid-Fast Bacilli 


On THE Basis of cultural characteristics, Mycobacteria 
may be differentiated into three groups: the group 
associated with tuberculosis, saprophytic acid-fast or- 
ganisms, and the chromogenic group of acid-fast bacilli. 
Blattner reviews some recent articles on the clinical 
significance of the chromogenic strains. 
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Chromogenic bacilli produce a tuberculoid reaction 
in guinea pigs that differs from infection of this aninval 
with Mycobacterium tuberculosis. Chromogenic stra isis 
produce areas of central necrosis with abscess forn.a- 
tion, surrounded by polymorphous granulation tissue. 
Progressive disease is unusual, and healing procecds 
to scar formation. 

Human tubercle bacilli and chromogenic acid-fist 
bacilli also share antigenic properties. 

Several strains of these pigmented organisms have 
been isolated from suppurating lymph nodes in chil- 
dren in whom the clinical picture suggested tubercu- 
losis. Some of these children had received BCG at 
birth. In addition, these organisms were isolated from 
pleural exudates in two cases. 

The histopathology of affected nodes could not be 
differentiated from tuberculosis. The pigmented Myco- 
bacteria were distinguished by their cultural character- 
istics and by guinea pig inoculation. 

The suggestions that these bacilli may result from 
streptomycin therapy, or that they may be variants of 
the organism of avian tuberculosis have not been sup- 
ported. Prissick and Masson propose that they differ 
sufficiently from other Mycobacteria to be classified 
separately as Mycobacterium scrofulaceum. 

Blattner emphasizes that these are clinically signifi- 
cant organisms that can cause low-grade lymphadenitis 
in children. The reported studies point out the complex 
nature of acid-fast infection in humans. (J. Pediat., 


50:385, 1957.) 


Contamination of Bank Blood 


THE vast majority of bacterial contaminants that gain 
access to bank blood during collection are eliminated 
by natural factors—antibodies and complement, pro- 
perdin and viable phagocytes. The low storage tem- 
perature will eliminate many others. However, con- 
taminants may persist that are capable of multiplying 
at low temperatures. Cold-growing organisms—Pseu- 
domonas, Achromobacter, Aerobacter, Paracolobac- 
trum and Escherichia—are most often implicated in 
serious or fatal transfusion reactions due to contamina- 
tion. 

Geller and his associates have studied the natural 
antibacterial properties of fresh whole blood and the 
effects of storage at 4° C. They noted that the anti- 
bacterial properties of blood were enhanced by incuba- 
tion at 37° C. for brief periods prior to cold storage. 
This incubation was most effective against organisms 
that grow best at 37° C. This phenomenon was 
related to the fact that the bactericidal effects of 
antibodies and complement occur more rapidly at 
37° C. than at lower temperatures. (In fact, low tem- 
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peratures inhibit the actions of antibodies, complement, 
properdin and phagocytes.) The surviving warm-grow- 
ing bacteria eventually died at 4° C. 

The cold-growing bacteria may have been inhibited 
at 37° C. for the same reasons. However, on cooling, 
they were not suppressed, and, in time, multiplied to 
high levels. 

By the end of 21 days, potentially dangerous 
concentrations of organisms were present. These 
observations emphasize the need for effective means— 
perhaps adding antibacterial substances—to suppress 
growth of all types of contaminants. (J. Lab. & Clin. 
Med., 49:573, 1957.) 


Candida Albicans in the Newborn 


TascHDJIAN and Kozinn studied the occurrence of 
Candida albicans in the oral cavity and intestines of 
newborn infants, and correlated it with the incidence 
of clinical infection with this organism. 

Candida is considered a constituent of the normal 
human oral and intestinal flora. However, reports on 
its occurrence in infants are conflicting. If it is com- 
monly found, then only infants with thrush should be 
treated for Candida infection. On the other hand, if 
this organism is isolated only from infants who develop 
clinical thrush, then preventive treatment would be 
justified upon isolation of the organism. 

A study of oral swabs in 2,175 newborn infants and 
stool samples in over 500 revealed that Candida albi- 
cans does not ordinarily occur in the oral cavity or in- 
testines in newborn infants. Candida was recovered 
from the mouth in 75. Sixty-seven of these had positive 
oral smears and cultures. Eight had negative smears 
and positive cultures. Sixty-six of the infants with posi- 
tive smears developed oral thrush within one to five 
days. The one other did not develop oral thrush but 
had cutaneous candidiasis in the diaper area. Thus, 
clinical candidiasis developed in 100 per cent of infants 
with positive oral smears. 

Candida was invariably found in the stools of pa- 
tients with thrush. More than 50 per cent of these de- 
veloped cutaneous candidiasis in the diaper area. 

The pathologic significance of Candida in the oral 
cavity and intestines of newborn infants is in marked 
contrast to that in older children and adults. Since 
clinical oral thrush can be predicted with almost 100 
per cent certainty, the authors advocated routine oral 
swabbing in the newborn on the fourth day of life. 
Treatment should be instituted when spores or hyphae 


are found. Treatment should be oral and not topical. . 


This would eliminate Candida from the digestive tract 
and prevent cutaneous lesions in the diaper area. (J. 
Pediat., 50:426, 1957.) 
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Primary Carcinoma of the Liver 


IN A REVIEW of the incidence of biliary system neoplasms 
at the Boston City Hospital during the years 1917 
through 1954, MacDonald found that the incidence had 
more than doubled during the last eight years of the 
period. It became apparent that this caange was related 
principally to an increase in the incidence of cirrhosis 
of the liver, as shown in the illustration above. 
The author concluded that an increase in the preva- 
lence of primary carcinoma of the liver was related to 
an increasingly aging population and to an increase in 
fatty nutritional cirrhosis (alcoholic cirrhosis, portal 
cirrhosis) and healed acute yellow atrophy. (New Eng- 
land J. Med., 255:1179, 1956.) 


Tuberculous Meningitis in Adults 


Ricés and her associates performed a clinical patho- 
logic study of 185 cases of tuberculous meningitis in 
adults and demonstrated that meningeal complications 
constituted only one aspect of a widely disseminated 
process. Active, well-established tuberculous foci were 
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present in extraneural systems, brain parenchyma or 
both in 86 per cent of the patients. It is of particular 
interest that the brain was more frequently the site of 
chronic tuberculous foci than any organ except the 
lung. Cerebral tuberculomas are considered to be asso- 
ciated predominantly with childhood infection, but 
they were found in 36 per cent of the adults who died 
with tuberculous meningitis. 

The results of the present surveys suggest that tu- 
berculous meningitis in adults develops after the 
tuberculous infection has become firmly established and 
widely disseminated. Thus, even after therapeutic 
arrest of the meningitis, reactivation may occur from 
foci in inaccessible or silent areas. (Am. Rev. Tuberc., 


74:830, 1956.) 


Chemotherapy in Tuberculous Pleurisy 


Fatk AND SreapD evaluated antimicrobial therapy in 
the treatment of tuberculous pleurisy with effusion in 
the U.S. Veterans Administration-Armed Forces Co- 
operative Studies. The total rate of tuberculous com- 
plications, excluding recurrent effusion, was 19 per 
cent in the untreated group and 4 per cent in the 
group which received chemotherapy. 

Pulmonary tuberculosis was the most frequent com- 
plication in each group and skeletal tuberculosis was 
the most frequent extrapulmonary complication. Re- 
current pleural effusion was reported in 1 per cent of 
the treated group and in 5 per cent of the untreated 
series. Positive cultures or guinea pig inoculations for 
tubercle bacilli from the pleural fluid were obtained in 
20 per cent of the patients tested in both the treated 
and untreated groups. However, the majority of relapse 
in both series occurred in those cases in which the 
pleural fluid bacteriologic findings had been negative. 

This is a highly significant finding and further sub- 
stantiates the necessity for a firm diagnosis on clinical 
grounds, even though confirmatory bacteriologic evi- 
dence cannot be obtained. The reluctance of patients 
and physicians to accept the diagnosis and indicated 
treatment without bacteriologic confirmation may have 
serious consequences. (Am. Rev. Tuberc., 74:897, 
1956.) 


Myxedema Following lodide Usage 


RUBINSTEIN AND OLINER add another case to the grow- 
ing list of cases of myxedema induced by prolonged 
iodide ingestion. The authors are of the opinion that 
this syndrome is primarily due to the blocking of thy- 
roid hormone synthesis by iodide. The patient’s clinical 
course suggested that she became euthyroid within 
four to six weeks after iodides were discontinued. 
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In view of the widespread administration of iodics, 
one wonders why so few cases of myxedema induced by 
iodides have been reported. It is possible that the role 
of iodides has been overlooked in cases interpreted as 
examples of spontaneous myxedema or thyroiditis. 
Furthermore, it is well known that most patients with 
pulmonary diseases who receive iodides take the medi- 
cation intermittently. This intermittency in medica- 
tion may be the fortuitous safety valve that prevents 
more frequent occurrence of this syndrome, for even 
short-lived reduction in serum iodide below the inhibi- 
tory level will allow hormone production to proceed. 


(New England J. Med., 256:47, 1957.) 


End-of-Treatment Biopsies of the Cervix 


FrickE AND Dockerty studied biopsied material 
taken at the conclusion of radiation therapy in an 
attempt to determine the presence of radio-resistance 
during treatment of cancer of the cervix. End-of-treat- 
ment biopsies were done in 175 unselected cases, of 
which 146 were negative for carcinoma cells and 29 
were positive (apparently viable cancer cells at the end 
of treatment). 

Considering the 146 patients in whom the end-of- 
treatment biopsies were negative for carcinoma, 35 
(24 per cent), later had residual or recurrent carci- 
noma, and might therefore be considered radio-re- 
sistant. Of the 29 positive end-of-treatment biopsies 18 
(62 per cent) were apparently radio-resistant. 

Hence, although the end-of-treatment biopsy is a 
poor guide, it does help to give some idea of prognosis. 
The main source of error lies in not securing a deep 
enough piece of tissue for a representative section, tak- 
ing only surface necrotic tissue for study. Subsequent 
Wertheim operations in 49 (34 per cent) of the patients 
with negative biopsies showed that 11 (22 per cent) of 
these had metastasis to deep pelvic lymph nodes or 
pelvic extension. Of five Wertheim operations on those 
with positive end-of-treatment biopsies, all proved to 
have deep pelvic involvement. (Am. J. Roentgenol., 
77 :448, 1957.) 


Gingival Hyperplasia Due to Dilantin 


GincivaL hyperplasia has been reported to occur in 50 
to 60 per cent of patients being treated with Dilantin 
for epilepsy, according to Gaillard. The most success- 
ful management besides stopping Dilantin therapy 1s 
conservative periodontal treatment. No successful drug 


_therapy has been“reported. The author reports two 


cases of gingival hyperplasia due to Dilantin, who were 
successfully treated with antihistaminic therapy. (New 


England J. Med., 256:76, 1957.) 
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Leaking Abdominal Aortic Aneurysm 


Wuen abdominal aortic aneurysms rupture into the 
retroperitoneal space, they present a difficult diag- 
nostic problem, according to Morgan. Not infrequently, 
the diagnosis is made only at operation or at autopsy. 
The symptoms and signs may mimic an acute surgical 
abdomen and may suggest a perforated viscus, renal 
calculus, retroperitoneal abscess, strangulated hernia, 
or mesenteric vascular occlusion. 

With the use of successful surgery for intact ab- 
dominal aortic aneurysms as well as those that have 
ruptured, it is important to recognize aortic aneurysms. 
Furthermore, the fact that there is often a significant 
time interval from the onset of leaking to ultimate rup- 
ture makes it important to identify the leaking phase 
of abdominal aortic aneurysms. 

The author presents an unusual case of leaking ab- 
dominal aortic aneurysm in which there were few 
abdominal symptoms. The clinical course was com- 
patible with an infection or fever of undetermined 
etiology. However, no cause was found for the fever, 
leukocytosis and progressive anemia. Thus, it is im- 
portant to recognize that progressive anemia and un- 
explained fever or leukocytosis, in a patient with ab- 
dominal aortic aneurysm, are signs of blood leaking 
into the retroperitoneal space that may presage ex- 
sanguination. (Arch. Int. Med., 99:134, 1957.) 


Serotonin and Anaphylaxis 


SOME INVESTIGATORS have speculated about the rela- 
tionship of serotonin to certain aspects of the ana- 
phylactic reaction. For example, it has been shown 
recently that serotonin, as well as histamine, is re- 
leased in rabbit blood during anaphylactic shock. Also, 
serotonin is known to be a potent bronchoconstrictor. 
For these reasons, Weissbach, Waalkes and Udenfriend 
analyzed the content of serotonin in the lungs of vari- 
ous animal species (see diagram at the right). 

The authors suggested that both serotonin and hista- 
mine may contribute to anaphylactic reactions, and 
that the extent of the contribution of each agent may 
vary with different animal species. For instance, guinea 
pig lung contains little serotonin but is rich in hista- 
mine. Anaphylactic shock in that animal can be blocked 
by antihistaminic agents. In contrast, mouse lung con- 
tains little histamine, and antihistaminic agents do 
not affect anaphylactic reactions. However, a serotonin- 
antagonist does afford protection for the mouse. Finally, 
in other animals (rabbit, rat, other species) both sero- 
tonin and histamine should be considered in explain- 
ing the pulmonary effects seen in anaphylaxis. (Science, 


125:235, 1957.) 
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Vasoconstrictor Effects of Tobacco 


Ir 1s well established that inhalation of tobacco smoke 
causes vasoconstriction in the foot. Using a plethysmo- 
graphic method, Eckstein, Wood and Wilkins have 
quantitated this effect in normal young subjects, all of 
whom were habitual smokers. 

Smoking two cigarettes caused a reduction of foot 
blood flow (average 22 per cent) in 28 of 31 experi- 
ments. This percentage was not altered in a warm 
room, cool room or after a 24- or 48-hour abstinence 
period. Thus, the vasoconstrictor effect of tobacco is 
not changed by the control level of vasomotor activity. 
Nor is it more profound following a tobacco-free 


period. (Am. Heart J., 53:455, 1957.) 


Hereditary Spherocytosis 


Suapiro and his colleagues report the case of a Negro 
male infant, born of a 29-year-old mother known to 
have a spherocytic hemolytic anemia. The patient’s 
father and two siblings were normal. At birth, the 
infant’s blood counts were normal and the direct 
Coombs test was negative. A few spherocytes were 
seen in the blood film. By the eleventh day of life, the 
hemoglobin level had fallen to 12.6 Gm. per cent, and 
spherocytosis was quite marked. Pallor developed, and 
by 42 days, the hemoglobin level was 5.5 Gm. per cent. 


cs VARIATIONS OF SEROTONIN CONTENT OF LUNG 


TISSUE IN VARIOUS ANIMAL SPECIES 
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Hemoglobin subsequently stabilized at about 8 Gm. 
per cent. Reticulocytes were increased, and the bone 
marrow aspiration showed marked erythrocytic hyper- 
plasia. Osmotic fragility was increased. There were no 
abnormal hemoglobins. Liver and spleen were not 
palpable. At seven months, there were no changes in 
clinical or hematologic findings. 

Although the occurrence of hereditary spherocy- 
tosis has been thought to be rare in the Negro, the 
authors state that in their hospital, there is no signifi- 
cant difference in incidence between Negroes and Cau- 
casians. The disease may become symptomatic at any 
time in the patient’s life. The mode of inheritance is 
not well understood. 

The authors emphasize the importance of excluding 
other conditions associated with spherocytosis. These 
include chiefly iso-immunization due to ABO, Rh-Hr 
and other blood group systems, and septicemia with a 
concomitant hemolytic process. Sometimes spherocytes 
may not be conspicuous in the blood smear initially. 
Thus, nonspherocytic hemolytic syndromes must be 
considered in the differential diagnosis. 

The hemolytic process in hereditary spherocytosis is 
not often severe enough to require transfusion. The 
definitive treatment is splenectomy. Splenectomy re- 
sults in a clinical cure, even though the underlying red 
cell abnormality is unchanged. At the present time, 
there is controversy as to whether or not splenectomy 
renders infants more susceptible to infection. The au- 
thors’ policy is to advise splenectomy if the clinical 
status requires it, regardless of age. (J. Pediat., 50:308, 
1957.) 


Mucosal Carcinoma from Irradiation 


SLAUGHTER AND SOUTHWICK reported nine patients with 
carcinoma arising in mucous membranes following 
irradiation therapy. Six of the tumors were squamous 
cell carcinomas. Two were in the toague, two in the 
hypopharynx, one in the buccal mucosa and one in the 
anal canal. Three were adenocarcinomas (two of the 
colon and one of the esophagus). Six of the tumors 
definitely seemed to be late results of irradiation. The 
remaining three appeared in irradiated areas, making 
it highly probable that radiation was a basic factor in 
the tumor development. 

The six patients with squamous cell carcinoma of 
mucous membranes all developed their tumors in areas 
treated by external irradiation, from nine to 25 years 
previously. In each, there was obvious late radio- 
dermatitis in the skin utilized for the external port, and 
there was fibrosis of the tissues between the skin and 
the affected mucosa. Treatment was not successful in 
any case, due apparently to the multicentric origin of 
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the tumors. New foci seemed to develop in the in: a- 
diated mucosa at an uncontrollable rate. 

The authors stated that although the carcinoge::ic 
effect of irradiation has long been known, the numbe: of 
tissues susceptible has not been appreciated. Skin can- 
cer from irradiation and bone tumors in chronic radium 
poisoning have been well established. Adenocarcinomas 
in the uterus and thyroid following irradiation have 
also been recognized. The addition of these tumors in 
mucous membranes demonstrated, according to the 
authors, the variety of tissues susceptible to the raclia- 
tion effect. (Arch. Surg., 74:420, 1957.) 


Uropepsin Measurement 


A FRACTION of the pepsinogen secreted by the chief 
cells of the stomach is excreted in the urine as the 
proenzyme, uropepsin. Some investigators have re- 
ported that measurement of the rate of excretion of 
uropepsin may be helpful in the diagnosis of certain 
gastrointestinal diseases. In an effort to learn whether 
routine use of this method would be worthwhile in the 
study of patients with gastrointestinal disorders, Green 
and Power measured the 24-hour excretion of uropep- 
sin in 120 normal subjects and in 129 patients with 
gastrointestinal or adrenal disorders. 

It was found that values for uropepsin varied so 
widely in each group as to preclude acceptance of any 
range of values as being characteristic of an individual 
disease. The only exceptions to this were cases of 
pernicious anemia and the single case in which total 
gastrectomy had been performed. In such patients, 
there was no measurable quantity or uropepsin in the 
urine. In sum, the authors were not impressed with the 
value of uropepsin measurement as a screening method. 


(Proc. Staff Meet., Mayo Clin., 32:6, 1957.) 


Antileukemic Effect of Reserpine 


IN RECENT YEARS, remarkable advances have been made 
in the use of chemotherapy for leukemias and other 
malignant neoplasms. Although truly curative agents 
have not been developed, whenever announcement is 
made of a new agent that has any controlling effect 
on tumor growth, the prospect of finding a chemical 
cure improves. Mainly this is because discovery of an 
effective agent enlarges opportunities for research by 
permitting exploration into a new chemical field of 
compounds related to the agent initially tried. 

Latest among effective chemotherapeutic agents for 
leukemias is reserpine. Thus, Goldin and coworkers 
have reported that this drug has a significant control- 
ling effect upon mouse leukemia. The mechanism of 
action is not known. (Science, 125:156, 1957.) 
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Peripheral Arterial Insufficiency 


SreIn emphasizes that a basic difficulty in treating pe- 
ripheral arterial insufficiency results from the fact that 
vessels in skin and muscle behave as independent or- 
gans. Skin vessels serve to regulate body temperature 
and are subject chiefly to the vasoconstrictor influence 
of the sympathetic nervous system. The blood vessels 
of muscle are needed for the energy requirements of 
exercise and are regulated to a considerable extent by 
local metabolites (vasodilator) and epinephrine (vaso- 
dilator in muscle, vasoconstrictor in skin). 

The author tabulates the effects of various modalities 
upon blood flow in the table at the right. 

The implications of these results are apparent. Vaso- 
spastic disorders can be expected to respond satisfac- 
torily to methods of treatment that interrupt sympa- 
thetic nerve supply. However, such methods would not 
have a favorable influence upon muscle disorder (inter- 
mittent claudication). In that respect, Stein believes 
that nylidrin hydrochloride (Arlidin) holds promise. 
This epinephrine-like drug is said to have the valuable 
property of dilating muscle arteries without constrict- 
ing the skin vessels. (Angiol., 7:432, 1956.) 


Dumping Syndrome 


Now Tat subtotal gastrectomy is a popular method 
for treatment of some cases of peptic ulcer, physicians 
are encountering more and more instances of ‘“‘dump- 
ing syndrome”—a curious combination of symptoms 
that follows subtotal gastrectomy in some patients. 
There is no uniform agreement about the mechanism 
for the syndrome. In general, two types of explanation 
have been advanced. The first ascribes the trouble to 
anatomic derangement of the upper gastrointestinal 
tract. The second proposes physiologic alterations. 

Among the physiologic changes that follow gastrec- 
tomy is a tendency for the blood volume to be reduced 
and the serum potassium level to fall when the patient 
eats. These effects have been attributed to a rapid in- 
flow of plasma into the jejunum because foodstuff ar- 
rives there in a hypertonic state. In any event, these 
effects have been thought by some investigators to 
explain the dumping syndrome. 

Webber, Bender and Moore were skeptical of the 
explanation just mentioned. They noted that the 
search for physiologic changes had been restricted 
mainly to postgastrectomy patients having the dump- 
ing syndrome. Symptom-free patients had escaped 
attention. Accordingly, these authors tested a group of 
postgastrectomy patients without regard to the pres- 
ence of symptoms. 

It was confirmed that plasma volume and the serum 
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PERIPHERAL ARTERIAL INSUFFICIENCY 


Foot Calf 
(Skin Area) (Muscle Area) 
Procedure cc./100 Gm./min.* cc. /100 Gm. /min.* 
Resting blood flow 2.1 1.5 
Reactive hyperemia 18.0 15.0 
Sympathectomy 12.4 1.8 
Reflex heat 8.8 1.6 
Exercise 3.8 8.8 
Intra-arterial administration 
Epinephrine 0.01 mg. 0.9 6.7 
Hydergine 0.3 mg. 2.3 1.5 
Papaverine 30 mg. 2.8 6.8 
Priscoline 25 mg. 5.6 2.2 
Nylidrin 5 mg. 2.8 8.4 


*Volume of blood flow per 100 grams of tissue per minute 


potassium level do indeed fall after ingestion of food 
in the majority of postgastrectomy patients. However, 
the changes occurred with equal frequency in patients 
who did not have a history of the dumping syndrome. 
Therefore, it was considered unlikely that these physio- 
logic changes are significant factors in the etiology of 
the syndrome. (New England J. Med., 256:285, 1957.) 


Hepatolenticular Degeneration 


THE TERM, “hepatolenticular degeneration” or its 
eponym, ‘‘Wilson’s Disease”’ implies a combination of 
neurologic abnormalities and cirrhosis of the liver. 
Chalmers, Iber and Uzman argue plausibly that one 
should expect to encounter cases of the syndrome in 
which only liver disease is evident. Indeed, they urge 
that a search for hepatolenticular degeneration should 
be made in all patients who have the clinical picture of 
cirrhosis of the liver in childhood or early adult life. 
They support these arguments by the presentation of 
four cases in which cirrhosis was the only finding, and 
of one other case in which cirrhosis was the dominant 
finding for a number of years. 

In recent years, new laboratory tests have been 
devised for the diagnosis of hepatolenticular degenera- 
tion. These include tests for aminoaciduria, for exces- 
sive amounts of specific peptides in the urine, and for 
an increase in the 24-hour excretion of uric acid in the 
presence of blood uric acid levels that are lower than 
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normal. In addition, there is a histochemical method 
for demonstration of increased quantities of copper in 
a specimen of liver obtained by needle biopsy. 

The authors consider hepatolenticular degenera- 
tion to be a familial defect in protein metabolism mani- 
fested by the occurrence in the liver and possibly in 
other organs of an abnormal protein that has an in- 
creased affinity for copper. They believe that the de- 
fect may be manifested in the following ways: (1) 
asymptomatic aminoaciduria, (2) cirrhosis of the liver, 
(3) typical hepatolenticular degeneration, or (4) 
neurologic pseudosclerosis (New England J. Med., 
256 :235, 1957.) 


Subacute Bacterial Endocarditis 


Van OmMEN emphasized that penicillin and strepto- 
mycin, which have bactericidal properties, remain the 
primary drugs in the treatment of subacute bacterial 
endocarditis. In that connection, he noted that routine 
sensitivity tests reported from laboratories may be 
misleading. For instance, they may indicate that bac- 
teria are highly sensitive to drugs that actually have 
little place in treatment of endocarditis because they 
are bacteriostatic rather than bactericidal. 

In the author’s experience, about 95 per cent of 
cases of subacute bacterial endocarditis are due to 
nonhemolytic streptococci. When the organism is a 
Streptococcus viridans, as it is in 85 to 90 per cent of 
all cases, the therapeutic problem is comparatively 
simple. Nearly always the infection can be cured by 
giving penicillin in doses of 2 to 2.5 million units daily 
for four weeks. If streptomycin is added to the thera- 
peutic regimen in doses of 1 to 2 Gm. a day, the treat- 
ment period can be shortened to two weeks. 

Five to 10 per cent of cases of subacute bacterial 
endocarditis are due to infection with another variety 
of nonhemolytic streptococci—the enterococci. This 
type of infection poses a more difficult therapeutic 
problem because the organisms tend to be quite re- 
sistant to penicillin. Here the synergistic effect of 
penicillin and streptomycin is especially important. 
Large doses of penicillin are needed (10 to 20 million 
units a day) and treatment had best be continued for at 
least four weeks. (Cleveland Clin. Quart., 24:3, 1957.) 


Diabetes Mellitus and Cholecystectomy 


ABRAMSON reported the results of cholecystectomy in 
25 diabetic patients. He concluded that improvement 
in the diabetic state-—at times dramatic—may be ex- 
pected in the majority of diabetic patients in whom 
this operation is needed. 

Acute cholecystitis was present in 32 per cent and 
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jaundice in 28 per cent of the patients studied. Dia- 
betes preceded gallbladder disease in an approximate 
ratio of two to one. Fatty infiltration of the liver was 
present in all three patients in whom biopsy was car- 
ried out. Hepatic function studies revealed dysfunc- 
tion in 15 patients on whom such tests were performed. 
Acute pancreatitis occurred in two patients, chronic 
pancreatitis in three. 

Improvement in the diabetes was observed in six pa- 
tients. In eight, the requirements for diet or insulin or 
both remained the same. One patient who was not tak- 
ing insulin on admission was required to take it after 
discharge. 

Although diabetic improvement may be expected in 
the majority of patients following cholecystectomy, the 
authors stated that it will not always occur. They be- 
lieve that the degree of improvement will depend upon 
the amount of damage of the islet cells by degeneration 
or inflammation, the diminution in pancreatic hor- 
mones associated with fibrosis or fatty replacement, the 
degree of hepatic damage, and the presence of infec- 
tion. Cholecystectomy, with the relief of jaundice, will 
lead to functional improvement in the liver and pan- 
creas. If pancreatitis is present, cholecystectomy may 
lead to diminished infection, and lessening of the 
burden on the islet cells. (Ann. Surg., 145:371, 1957.) 


Surgery for Coccidioidomycosis 


A Review of the current literature shows that the indi- 
cations for surgery in pulmonary coccidioidomycosis 
remain unsettled at the present time, according to 
Timmes and Baum. These authors operated upon 
seven cases of pulmonary coccidioidomycosis. The 
lesions were localized in the seven cases. In three they 
were cavitary, and in four the lesions were solitary 
nodules. Indications for resection were clear: hemop- 
tysis in two, solitary nodules of unknown etiology in 
three, and cavitation of unknown etiology in two. 
Three patients developed serious postoperative com- 
plications, and the authors believe that although the 
present series of cases is far too small to draw any 
definite conclusion, there is a suggestion that resec- 
tional surgery in coccidioidomycosis is more frequently 
complicated by postoperative persistent air leak and 
pleural disease than in similar surgery in other con- 
ditons. This tends to emphasize the need for clear in- 
dications for resection in coccidioidomycosis. Since the 
localized form of the disease is generally self-limited, 
and since uncomplicated cavitary disease apparently 
causes no harm, resection appears to be indicated only 
in cases where coccidioidoma could be confused with 
carcinoma or in complications of coccidioidal cavita- 
tion. (Dis. of Chest, 31:308, 1957.) 
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Anesthetic Hazard 


(American Medical Association, New York, June 3.) 
LocaL ANESTHETICS cause more fatalities than most 
commonly used drugs. The greatest hazard lies in 
applying them to open wounds or mucous membranes, 
for then they can be absorbed as quickly as though 
given by rapid intravenous injection. It’s recommend- 
ed the anesthetics be employed in minimum amounts 
and most dilute solutions that still would be effective. 
—Drs. ApRIANI and Donovan CampBELL, New 
Orleans. 


Cigarette Report 


(Ibid, June 4.) THe American Cancer Society study of 
188,000 men aged 50 to 70 finds death rates from all 
causes higher among cigarette smokers than non- 
smokers, the death rate from lung cancer 1,000 per 
cent higher, and the death rate from coronary disease 
70 per cent higher. The life-shortening effect appears 
in proportion to the amount of cigarettes smoked. 
Death rates were lower among men who had stopped 
smoking than among those who continued.—E. CuyLer 
Hammonp, Sc.D. and Dante, Horn, Pu.D., American 
Cancer Society Statistical Research. 


Relief of Respiratory Symptoms 


(Ibid, June 5.) Patients with chronic respiratory dis- 
orders sometimes experienced “striking” improve- 
ment of symptoms when they ceased cigarette smok- 
ing. A group of 46 patients reported 107 different 
symptoms, such as cough, asthma, labored breathing 
upon exertion, frequent colds. After cessation of smok- 
ing, 18 of these symptoms disappeared entirely, 41 
were greatly improved, and only 13 symptoms re- 
mained unchanged.—Drs. Oscar SwINEFORD, JR. and 
Leszex Ocuota, Charlottesville, Va. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


Eye Virus Disease 


(Ibid, June 5.) Tere ts increasing evidence that 
adenoviruses cause a significant amount of eye dis- 
ease. Rubbing the eyes, or contact with water or 
chlorine when swimming, may trigger eye infections if 
such viruses are present.—Dnrs. R. J. HUEBNER, JosEPH 
A. Bett and Wattace P. Rowe, National Institutes of 
Health, Bethesda, Md. 


Treatment of Penicillin Reactions 


(Ibid, June 5.) PENIcILLINASE combined with an anti- 
histamine appears to work quickly and effectively in 
combating penicillin reaction symptoms. Clinical im- 
pression is that the enzyme treatment rendered pa- 
tients asymptomatic more rapidly and without relapse 
than any other commonly used mode of therapy.— 
Capt. G. M. Davis, U.S. Naval Hospital, Great Lakes, 
Ill. 


Ailing Mothers 


(Ibid, June 5.) Tue mere ract of childbirth is not the 
basic reason for postpartum mental disorders in 
women. Childbirth may, however, be a last-straw effect 
in women who are already unstable. Mental illnesses 
of the mothers involve the same kind of psychiatric 
difficulties generally observed in other women of the 
same ages.—Mary Auice Wuire, Px.D., Curtis T. 
Prout, M.D., Cart Frxsen, B.A. and Marvin Foun- 
pEuR, M.A., New York Hospital-Westchester Division, 
White Plains, N.Y. 


Post-Coronary Therapy 


(Ibid, June 6.) LONG-TERM THERAPY with anticoagulants 
after heart attacks appears encouraging. Among several 
hundred patients treated with these drugs, only 14 
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per cent had subsequent coronary attacks within five 
years, and only 20 per cent died. By contrast, 60 per 
cent of those not receiving anticoagulants had subse- 
quent attacks, and 53 per cent died. Over a ten-year 
period, subsequent coronary attacks were three times 
higher among those not receiving anticoagulants, and 
the death rate was eight times greater.—Dr. BENJAMIN 
Mancuester, Washington, D.C. 


Short-Cut 


(Ibid, June 7.)—Insections of gamma globulin seem to 
be a practical method of shortening the course of 
pityriasis rosea, if administered early enough.—Drs. 
Rotre W. Sain and Artuur C. Curtis, and ALBERT 
Wueeter. Pu.D., University of Michigan. 


Treatment of Xerophthalmia 


(Ibid, June 6.) IN A MAN suffering total xerophthalmia, 
surgeons transplanted the parotid duct to the inferior 
conjunctival cul-de-sac in the left eye. Pain was 
relieved, and vision improved. Now his eye waters 
some when he’s hungry and sees food. The eye had 
excessive salivation until an artificial drainage tube 
was implanted to overcome loss of his normal drainage 
duct from the same eye disease that produced the 
xerophthalmia. Surgery now is planned on the other 
eye. The technique was developed by Russian and 
Chinese surgeons.—Drs. James E. BENNETT and ARBY 
L. Bamey, Crile Veterans Administration Hospital, 
Cleveland. 


Hospital Hallucinations 


(Ibid, June 6.) It’s WELL ESTABLISHED experimentally 
that normal persons can suffer delusions and hallucina- 
tions when placed in circumstances cutting them off 
from all sensory stimulation. Isolation and lack of 
sensory stimulation may also well push some hospital 
patients into mental unbalance and delirium. Respira- 
tory patients, those in traction, or heart patients are 
examples. Preliminary study suggests the value of such 
**good companions” as radio, television and reading; 
permitting more visits from relatives and friends under 
proper circumstances; more social and occupational 
and recreational opportunities within hospitals.—Drs. 
P. HerBert LEmERMAN, Jack H. MENDELSON, DONALD 
WEXLER and Sotomon, Boston. 


Drug Withdrawal 


(Illinois State Medical Society, Chicago, May 24.) THE 
AGONIES attending narcotics withdrawal now are recog- 


nized psychiatrically as a “fear anxiety” reaction 
rather than “craving for the drug.” Tranquilizing 
drugs are responsible for this new concept, for with- 
drawal sickness is amenable to the soothing effects of 
these calming drugs when it is treated as a fear anxiety 
reaction.—Dr. Eucene F. Carey, Chicago police sur- 
geon. 


Polio Epidemics | 


(Ibid, May 21.) THERE appears to be no important risk 
in using polio vaccine under epidemic conditions, 
judging from experience during a serious polio out- 
break last summer in Chicago and Cook County. 
Vaccination was begun in July, reaching a peak in 
August with one million doses of vaccine distributed. 
**A considerable number of cases occurred among 
vaccinated persons, but the majority of these had 
received only the first of the recommended full course 
of three doses of vaccine. Among paralyzed vaccinated 
cases, there appeared to be no significant difference 
between the frequency of involvement of the inocu- 
lated arm as opposed to the opposite arm. Among 
vaccinated cases, the frequency and severity of paral- 
ysis was less than among unvaccinated cases.”—Dr. 
Neat NATHANSON, Communicable Diseases Center, At- 
lanta, Georgia. 


Prevention of Juvenile Problems 


(Ibid, May 22.) JUVENILE DELINQUENCY should be de- 
tected and treated aggressively in its early stages, as 
cancer is. Abnormal traits in children under 7 can lead 
in later years to serious behavior problems and de- 
linquency. Family doctors should discuss emotional 
instability and behavior problems frankly with parents, 
advising them of available services for assistance. ‘As 
the physician instills basic concepts of proper diet, 
sleep habits and good hygiene, he should emphasize 
the need of the individual child for love, consistent 
discipline and recognition.”—Dr. James B. GmesPiE, 
Urbana, Ill. 


Alcoholic Accidents 


(Ibid, May 24.) Avromosme death and injury tolls 
would be cut in half ifalcohol were completely divorced 
from driving. Nonalcohol accidents follow the volume 
of traffic, reaching a peak between 6:00 and 7:00 P.M. 
But alcohol accidents exceed the expected number 
based on traffic volume in midafternoon—after the 
cocktail hour—in the evening after dinner drinking, 
and at midnight after parties.—Dr. Herman A. HEISE, 
Milwaukee. 
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Penicillin Reactions 


Q. Does adding an antihistamine to a penicillin vial 
actually diminish the likelihood of allergic reactions ? 
I am primarily referring to the severe anaphylactic 
type reactions. 


A. Antihistamine preparations may have some effect 
in diminishing or completely neutralizing the symp- 
toms and signs of a mild or a moderate allergic reac- 
tion. As the reader suggests, however, they are not 
effective against severe anaphylactic reactions. Further- 
more, since the masking of symptoms may keep the 
physician unaware of the hypersensitivity of the patient 
and may, therefore, allow him to give larger doses of 
the drug later, which might be followed by a serious 
anaphylactic reaction, it is best not to give antihista- 
mine drugs along with preparations of antibiotics, but 
rather to withhold them in case a hypersensitivity reac- 
tion occurs. If the hypersensitivity reaction is mild, 
they may be used. On the other hand, if it is severe, 
other measures will be needed and the antihistaminic 
drugs will be useless. 


Use of Chloramphenicol 


Q. [would like to use chloramphenicol in treatment of my 
patients and would like to know whether or not this is 
now considered as safe a drug to use as the other 
broad-spectrum antibiotics. Is it considered safe to use 
chloramphenicol on pediatric patients intermittently 
without taking the blood count at frequent intervals ? 


A. The evidence that chloramphenicol occasionally 
causes blood dyscrasia is considered to be just as strong 
as it ever was. What has happened is that the profession 
stopped using chloramphenicol to a large extent when 
the information about blood dyscrasias was published ; 
and when they began to use it again, they used it more 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


carefully. As a consequence, cases of blood dyscrasia 
are not as frequent as they were before; and when they 
occur, they are often discovered before they reach a 
serious stage. 

There is no evidence that tetracycline, chlortetra- 
cycline or oxytetracycline have ever caused blood dys- 
crasias. Accordingly, blood counts are not necessary 
when these drugs are given. When chloramphenicol is 
given, it should be used for as short a period of time as 
is consistent with good treatment, and large doses of 
the drug should not be prescribed so that they will not 
remain in the patient’s medicine closet and be used at 
other times. It is best also to check the red and white 
blood cell counts at intervals when this is practicable. 
In any event, the patient should be instructed to report 
promptly the appearance of weakness or any evidences 
of bleeding. 


Tetanus Prophylaxis 


Q. Please give an outline or schedule of what is con- 
sidered good treatment in tetanus prophylaxis; for 
instance, when to give antitoxin and when to give 
toxoid. What is the procedure in cases of known 
sensitivity ? Service men had their immunizations ten 
or 12 years ago with no follow-up. How are these 
men handled in cases of puncture wounds ? 


A. It is impossible to give a single schedule of im- 
munization which will fit every circumstance. Most 
individuals who have received a completed course of 
tetanus toxoid injections will show an appreciable titer 
for one to ten years afterward, but this cannot be 
depended upon to be present in every case. Booster in- 
jections will cause a rapid rise to a high level of anti- 
body, but this rise may not be present until the sixth 
day, which theoretically could be too late for protection 
in an individual case of tetanus. 


It is recommended by Looney, et al. (New England 
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J. Med., 254:6, 1956) that booster doses of tetanus 
toxoid be administered routinely at fairly regular inter- 
vals, and they suggest that a four-year interval appears 
satisfactory. They further state that: ‘A routine booster 
at any time up to ten years may restore immunity, and 
a booster dose of tetanus toxoid may be relied upon in 
an emergency in any fully immunized person up to ten 
years after the last previous toxoid injection. However, 
in the event of multiple, extensive or heavily con- 
taminated injuries, especially about the head or neck, 
uncertainty regarding previous tetanus immunization 
or delay in administering the emergency booster injec- 
tion, the simultaneous administration of antitoxin along 
with the toxoid is justified.”” This appears to be a very 
reasonable recommendation in the light of present 
knowledge. 


Problems of Infectious Hepatitis 


Q. In the light of present knowledge concerning infectious 
hepatitis of possibly viral origin: 
1. Should rest be strict bed rest, or bed rest with bath- 
room privileges, particularly if the patient is to re- 
main at home for treatment ? 
2. Should diet be low protein, high carbohydrate and 
low fat, or should it be just a well-balanced diet ? 
3. Are multiple vitamins or B complex indicated ? 
What is best, and what dosage? 
4. What criteria should be used in allowing the pa- 
tient to get up and return to work, including minimal 
laboratory tests ? 
5. Is this disease considered infectious or contagious ? 
What is the usual incubation period for infectious 
hepatitis ? 
6. What specific prophylactic measures should be used 
in preventing the spouse or other contacts from de- 
veloping the disease ? 


A. 1. After the initial phase of nausea, vomiting and 
malaise, bed rest with bathroom privileges at home is 
adequate treatment for a patient with infectious hepa- 
titis of usual severity. If it is one of the few severe cases 
of hepatitis, hospital treatment is advocated. However, 
severe cases occur in less than 20 per cent in the 
sporadic type of infectious hepatitis seen in civilian 
practice. There is adequate evidence, produced by 
clinical investigation, to indicate that absolutely strict 
bed rest has no great advantage over bed rest with 
bathroom privileges. 

2. The diet in infectious hepatitis can be a diet that 
is palatable and desirable for the patient. With the 
anorexia that accompanies some cases of hepatitis, it 
is well to allow any type of food that the patient desires. 
A well-balanced normal diet is adequate for the usual 


118 


case of hepatitis. The studies conducted on a large 
group of soldiers with hepatitis did not reveal any 
striking differences in recovery and convalescent rates 
when special diets containing large amounts of protein 
were used. Therefore, it is my opinion that the usual 
well-balanced diet containing approximately 70 grains 
of protein per day is quite adequate. 

3. In the average case of viral hepatitis multiple 
vitamins or B-complex vitamins are not particularly 
indicated. If there is a deficiency in the prothrombin 
time, vitamin K can be used. Where there are specific 
vitamin deficiencies, the specific vitamin can be 
administered. 

4. When the patient is feeling well, when his appe- 
tite is back to normal, and when his jaundice has dis- 
appeared, it is believed that the patient can be allowed 
ambulation and gradual return to his normal activities. 
If there is an enlarged tender liver it is believed best 
to continue bed rest until the symptoms and signs be- 
come less evident. The most important of the labora- 
tory tests to determine whether or not a patient can be 
allowed practically full activity are the serum bilirubin 
and the bromsulfalein dye excretion test. If the serum 
bilirubin is 2 mg. per 100 cc. or less and the bromsul- 
falein excretion at the end of 45 minutes shows less 
than 5 per cent retention of the dye, the patient can be 
allowed full activity if all of the clinical findings are also 
normal. The flocculation tests may stay abnormal for 
some months after the patient has recovered from in- 
fectious hepatitis and therefore are not good tests to 
determine when activity can begin. If the serum bili- 
rubin and bromsulfalein excretion tests are normal, as 
above stated, we do not worry about the flocculation 
tests. 

5. Infectious hepatitis is considered an infectious 
disease, primarily transmitted by the enteric route. 
There have been epidemics traced to contaminated 
water supply. For practical purposes, however, it is not 
necessary to isolate, either at home or in the hospital, 
patients with infectious hepatitis although their ex- 
creta should receive separate and special handling. 
The usual incubation period of infectious hepatitis is 
six to 15 days. 

6. If the disease is diagnosed during the incubation 
period, and this occurs uncommonly, the use of im- 
mune gamma globulin in doses of 3 cc. intramuscularly 
for three days may be helpful. This would be par- 
ticularly important in the case of a pregnant wife. In 
the ordinary situation, however, since family epidemics 
occur very uncommonly, specific prophylactic meas- 
ures are not essential. If the patient with hepatitis is 
taken care of at home, it would be a good idea to 
separately take care of the excreta or certainly, if avail- 
able, to use a separate bathroom. 
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Special Features 


PRESIDENTIAL ADDRESS 


Presented to the Congress of Delegates 
At the Ninth Annual Scientific Assembly in St. Louis, March 23, 1957 


First AND FOREMOST, I wish to express what I am sure 
is the unanimous attitude ef the Academy—an appre- 
ciation to the officers and members of the Board of 
Directors, each of whom has contributed an integral 
part to the functioning of this great organization dur- 
ing the past year. Let me also take this opportunity 
to recognize the capable services of our executive 
secretary, Mr. Mac F. Cahal, whose comprehensive 
knowledge of Academy history and traditions is called 
upon in Board meetings literally hundreds of times dur- 
ing the course of the year’s work. 

I believe that one of the duties of the president is 
to bring to the policy-making body of the Academy 
impressions gained during his term of office and to 
make recommendations based thereon. 

It is at times of great benefit for any legislative body 
to reappraise its accomplishments in the light of its 
basic objectives. Simply phrased, are we on the right 
track, and if so, how fast are we going? 


Query State Chapters 


In order to answer this question, I directed, January 
2, a questionnaire to all state chapters of the Academy 
and to their chairmen of the committees on hospitals 
and education. This poll was designed to determine: 
(1) what progress is being made toward provision of 
more well-trained family physicians for the American 
people by the medical schools (2) whether hospital 
staffs and young physicians look with favor on the 
general practice hospital residency program and (3) 
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whether improvement has taken place during 1956 in 
the hospital relationships of the generalist, including 
his hospital privileges. 

These answers, together with supportive evidence, 
must be considered as an opinion poll rather than a 
broad quantitative study. The statements made by 
these state Academy chapter officers must be con- 
sidered as their own opinions rather than the official 
voices of the state chapters, although some are based 
on statewide surveys. 

These answers may aid us in developing a better 
insight into our present status, its problems and its 
accomplishments. I should like, therefore, to suammar- 
ize for you these opinion poll results, and based there- 
on, I should like to make 
certain recommendations 
for your consideration: 

Twelve states reported 
that new departments of 
general practice are being 
considered by the medical 
schools. At present only 
Tennessee and Mississippi 
have full departments of 
general practice within their 
medical schools. Eighteen 
states reported that no 
plans are being made for 
such departments, and ten 
were unable to answer the 
question. 


J. S. DeTar, M.D. 
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Reports of favorable consideration came from Cali- 
fornia, Georgia, Indiana, Illinois, Kansas, Massachu- 
setts, Missouri, New Jersey, North Carolina, Okla- 
homa, Pennsylvania and Vermont. 

Many medical educators point out that their entire 
educational program is centered on training young 
physicians for general practice, and contend that they 
do not need a separate department of general practice. 


Promote Postgraduate Studies 


Many replies stated that although the medical schools 
do not plan a separate department of general practice, 
the schools are cooperating wholeheartedly in the pro- 
gram of postgraduate medical education for practicing 
generalists. Indications of such strong support of 
Academy programs came from Missouri, South Caro- 
lina, New York, Illinois and Wisconsin. 

It is perfectly obvious that 12 new departments of 
general practice are not going to blossom out this 
year. However, the signs are most encouraging. They 
reflect the tremendous amount of effort and study being 
devoted in both AMA and Academy circles to problems 
of education for general practice. 

One of the most significant actions ever taken in the 
undergraduate phase of medical education was crea- 
tion of a continuing committee on medical practices 
in the AMA House of Delegates in December, 1955. 
This committee is utilizing all possible means to stimu- 
late formation of a department of general practice in 
each medical school. 

However, it begins to appear that all medical schools 
may not actually be adapted to fostering a full depart- 
ment of general practice such as now found at the 
University of Tennessee and the University of Missis- 
sippi. Some schools are located in communities offer- 
ing insufficient clinical material for such a department. 
To organize, administer and staff a new department in 
a medical school is a major curriculum alteration 
which no medical school executive committee will 
undertake until firmly convinced that it is rational, 
that a new department will serve a sound purpose, and 
that it is functionally sound. The great need to the 
Academy for a qualified doctor of medicine to serve as 
permanent secretary to the Commission on Education 
is obvious in this connection. 

The present picture in general practice medical 
education does not represent failure, rather, only 
partial accomplishment, and a continuous challenge. 


Urges Personal Responsibility 


Accordingly, it is your president’s recommendation 
that each delegate present in this Congress assume the 
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personal responsibility of utilizing appropriate clian- 
nels to secure the endorsement of his own state medical 
society, of the AMA policy requesting that each medical 
school organize a department of general practice, and 
approving of all teaching programs which afford the 
medical student opportunity for experience in the 
general practice of medicine. 

Let me also urge the Congress to request all state 
chapters in states where medical schools are situated, 
to appoint a Committee on Liaison with Medical 
Education or that an existing committee be delegated 
the responsibility of cooperating with the medical 
schools in fostering a program of undergraduate medi- 
cal education in general practice. 

I should like to add this observation: No finer 
method of informing young physicians of the nature 
of general practice has been devised than for a state 
chapter to finance half of the senior medical student's 
subscription to GP. I therefore recommend that the 
Congress of Delegates request the president of the 
American Academy of General Practice by special let- 
ter to call to the attention of the president of each state 
and territorial chapter the opportunities provided for 
general practice education of senior medical students 
by financing half of each senior’s subscription to GP, 
requesting that this responsibility be delegated in each 
chapter to a committee which will undertake this task 
on a continuing basis. 

The field of the general practice residency program 
is an area reflecting a generation of neglect. The 
Academy, together with all medical educators, believes 
that the generalist should enter his vocation by choice, 
not by default; that he should have training commen- 
surate with his responsibilities; and that under the 
present system of four years undergraduate work and 
one year of rotating internship, such adequate training 
should include two years of general practice residency, 
with one year considered as a poor second, and no 
residency considered as inadequate training. 


Few Take Residencies 


In spite of this almost universally accepted attitude, 
two-thirds of all physicians entering the general prac- 
tice of medicine today have no residency training. 
General practice residency positions represent only 2 
per cent of all residency positions, and they are far 
from filled. Progress is being made in evaluating stand- 
ards, but the fact remains that general practice resi- 
dencies, 1957 style, simply do not attract young physi- 
cians in training. 

The questionnaire attempted to obtain a sample of 
attitudes on the general practice residency question. 
The answers indicated far more interest than seems to 
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be borne out by the facts and figures of filled resi- 
dencies. 

As an Academy devoted to the interests of general 
practice, the residency program must rank as one of 
our primary interests. Therefore, this recommendation 
is submitted for consideration by the Congress: 

**That the Congress direct the Commission on Education 
to conduct a study of the General Practice Residency pro- 
gram in an effort to stimulate the provision of residencies 
in keeping with Academy standards, and that the represent- 
atives of the Academy on the Joint Committee on General 
Practice Residency Review Committee be designated as a 
subcommittee of the Commission on Education reporting 
to that commission. ”’ 

I urge that this subcommittee function under the 
Commission on Education in each state chapter of the 
Academy in the following ways: 

1. Assist and advise hospitals seeking to gain ap- 
proval for the general practice residency program. 

2. Offer its services to the AMA and AAGP Joint 
Committee on General Practice Residency Review. 

3. Act in liaison between hospitals offering general 
practice residency programs and physicians desiring 
such training. 

4. Nominate candidates for Mead Johnson General 
Practice Residency Scholarships. Here again, local 
action is the key to success. 


Draws Universal Praise 


It has been my observation throughout the country 
that the greatest asset of the Academy, the one char- 
acteristic of the organization which draws universal 
praise in both professional and lay circles, is our avowed 
purpose of raising the standards of medical care by our 
requisite of continuous postgraduate medical educa- 
tion. I therefore appeal to this Congress that in de- 
termining such standards, we keep ever before us the 
ideal of better medical service to the American people 
by means of constantly higher standards of medical 
care. This recommendation therefore is made: 

“That the Congress direct the Commission on Education 
to study the entire field of postgraduate medical education 
in general practice in order to ascertain whether courses 
desired by practicing generalists are being offered by the 
medical schools, and if not, to attempt to induce the schools 
to close the gap between supply and demand. ”’ 

One of the most searching analyses of the general 
practice of medicine made to date was done by Dr. 
Osler L. Peterson and associates under the auspices of 
the University of North Carolina during 1953-54. 

The report of this recently published study is called 
“An Analytical Study of North Carolina General Prac- 
tice.” Some of the findings of this study, which was 
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conducted with the cooperation of the medical profes- 
sion of the state, are illuminating. One significant find- 
ing, for example, was that high quality performance of 
the generalist was found to be roughly proportional to 
his training in internal medicine. One shocking con- 
clusion was that although AAGP members were found 
to be above average, this was attributed not to the 
Academy’s educational standards, but to selectivity of 
membership. The actual value of postgraduate courses 
for the generalist was seriously considered. 


Study Is Representative 


This study provides food for serious thought by the 
Academy, because it is probably representative of the 
conditions of general practice not only in North Caro- 
lina, but throughout the country. In order, therefore, 
to bring the North Carolina study to the attention of 
Academy members who assist in formulating Academy 
policy, this recommendation is made: 

“That the executive secretary send to each delegate of 
the Congress, and each member of all commissions and 
committees of the Academy, a letter describing ‘An Ana- 
lytical Study of North Carolina General Practice’ to- 
gether with order blank, purchase to be at members’ ex- 
pense, and that the editor of GP be requested to publish 
in GP the salient points of the study.”’ 

The medical profession throughout America is well 
versed on the fact that one of the purposes for which the 
Academy was formed was “‘to preserve the right of the 
general practitioner to engage in medical and surgical 
procedures for which he is qualified by training and ex- 
perience.” You will remember that the Academy’s 
Commission on Hospitals conducted a nationwide sur- 
vey in 1955 disclosing shocking examples of arbitrary 
discrimination against the generalist in his hospital 
staff privileges, and that this testimony was presented 
to the House of Delegates of the AMA, and that the 
House directed the Committee on Medical Practices: 

To use its influence to discourage any arbitrary re- 
strictions against general practitioners as a group or as 


individuals. 


Many Encouraging Replies 


When officers of the state chapters of the Academy 
were asked their opinions as to whether the local hos- 
pital situation regarding arbitrary discrimination 
against the family physician has improved during 1956, 
a surprising 34 of a total of 98 answered in the affirma- 
tive, only 11 saying “no,” and 53 stating that condi- 
tions were the same. However, of these 53, represent- 
ing 25 states, almost half specify that hospital relation- 
ships of the generalist are “excellent.” 
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Among the observations received, we have note- 
worthy examples of improved hospital conditions, co- 
operation of specialists with generalists, proportionate 
representation of generalists on hospital staff com- 
mittees, entire states with not a single case of undue 
restriction reported in an entire year, re-establishment 
of general practice departments in hospitals, and much 
evidence of the rehabilitation of the institution of 
general practice throughout the country. One-third of 
all the replies in this questionnaire, representing 24 
states, are thus most encouraging. 

However, the weeds and briars of the 1955 hospital 
situation have not all turned to roses in 1956. The 
pendulum cannot be reversed overnight, but a reason- 
able conclusion is that the generalist is making prog- 
ress. 


Receive Constructive Suggestions 


Many constructive suggestions were made by state 
chapter officers for improvement of the conditions of 
general practice. Among these are the following: 

Awarding of privileges in the hospital according to 
merit, and merit alone, without recourse to board 
qualifications or specialty society membership. This is 
in strict conformity with the stated policies of the AMA, 
the JCAH and the ACS. 

A campaign of public education to inform the public 
of the place of the family physician in the modern 
medical organization. 

In-hospital sponsorship programs, in which spe- 
cialists assume responsibility in teaching programs for 
the family physician, in order to elevate the standards 
of medical care. 

Control of hospital practices in the department of 
general practice by the members of that department. 

Postgraduate courses better adapted to the needs of 
the progressive family physician who seeks to improve 
his techniques. 

Institution of a system which allows a physician to 
appeal for fair treatment direct to the Joint Commission 
on Accreditation of Hospitals rather than through 
county medical societies. 

More direct assistance by national medical organiza- 
tions to the physician who is the victim of undue dis- 
crimination at the hands of his hospital staff. 

Constant guard against dilution of continuous edu- 
cation within the Academy itself, regarding postgradu- 
ate education. 

The use of the conference method to resolve special- 
ist-generalist differences. This method was proposed 
by Dr. Robert A. Davison, of Memphis, as a means of 
bringing the problems of the generalist into the open, 
of transforming cloakroom complaining into frank dis- 
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cussion with specialist groups. It is perhaps the most 
practical, constructive suggestion to be presented by 
any correspondent in this opinion poll. 


Endorses Conference Method 


I have observed through the country during this year 
that problems of privilege, of referral, of consultation, 
continue to be a major source of concern and irritation 
among physicians engaged in the general practice of 
medicine. It is becoming increasingly obvious that the 
solution of these problems must be effected on a local 
level. In view of the outstanding success of this method 
as demonstrated in Indiana and Tennessee, let me 
make these recommendations to the Congress of Dele- 
gates: 

1. The AAGP should advise, by appropriate means, 
all state and local chapters of the success of the con- 
ference method of solution of problems involved in the 
generalist-specialist relationship. 

2. Local chapters should be encouraged to take the 
initiative. 

3. State chapters should be encouraged to support 
local efforts, or to take the initiative where indicated. 

Based on evidence submitted by 98 state chapter 
officers, and in consideration of their suggestions, | 
further submit the following recommendations: 

That the Congress direct the Commission on Mem- 
bership and Credentials to proceed as soon as possible 
with a study of the techniques utilized by state chap- 
ters which have proved most successful in organizing 
and developing local or county chapters, and render 
to the state chapters all possible assistance in this 
development. 

That the Congress direct the Board of Directors to 
study the problems of in-hospital sponsorship train- 
ing, and attempt by proper liaison with other national 
specialty medical and surgical societies to arrive at a 
common basis of understanding leading to the develop- 
ment of a code which may serve as a model for state and 
local chapters in this important field of postgraduate 
education. 

That the Congress direct the Commission on Hospi- 
tals to study the effects of the AMA policy stipulating 
the method of appeal to the Joint Commission on Ac- 
creditation of Hospitals for redress in cases of unjust 
discrimination in hospital relationships, and to report 
its findings with recommendations, at the next meeting 
of the Congress. 

That the Congress approve of the employment of a 
Doctor of Medicine of high qualifications to serve as the 
secretary to the Commission on Hospitals (as well as 
the Commission on Education), one of whose functions 
will be to render guidance and assistance to state and 
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local chapters aiding members involved in hospital 
staff relationship problems. 


Suggests New Definition 


For several years, there has been evidence of a lack 
of complete satisfaction with the definition of a general 
practitioner, or of general practice. The possibility of 
selecting wording which will please every member of the 
Academy is remote. Considering, however, the opinions 
of the large number of members to which this defini- 
tion has been submitted, I should like to suggest a re- 
vision of this wording to read as follows: 

“General practice is that area of medical care per- 
formed by a doctor of medicine who may engage in all 
fields of diagnosis and therapy, and who assumes a total 
continuing responsibility for the health of the individual 
or the family as a unit. His use of special procedures and 
techniques should be dependent on his professional compe- 
tence. Like all good physicians, he should call in consulta- 
tion other physicians when indicated for the medical wel- 
fare of the patient. ”’ 

The strength of any democratic organization is not 
in its governing body, not in its officers, not in its Con- 
gress of Delegates. It is in its ground roots. The ground 
roots of the Academy lie in its state and local chapters. 


Wisdom Is Proved 


We have been hearing today from those ground roots. 
What we have heard is encouraging. As I leave the 
presidency, I am more convinced than ever of the 
wisdom and sagacity of that little group of family 
physicians who sat down together back in 1947 and 
brought into being the American Academy of General 
Practice. 

So long as the Academy steers a straight course 
toward the attainment of its five basic objectives, so 
long will the Academy continue to be a progressive 
and constructive force in American medicine. 

I have searched diligently for words to express my 
own convictions as to the Academy’s responsibility to 
our members and to the profession. I have found none — 
which so succinctly constitute an ever-living charge to 
this Congress as the words of the late Dr. Merrill 
Shaw, vice president of the Academy in 1953-1954, 
who wrote, just a month before he died: 

“Keep the Academy high and strong; tolerant, helpful, 
and progressive. ”’ 

His words still stand as a beacon of light, and as 
a guide for those in whose hands rest decisions which 
will direct the policies of the Academy into channels 
ever productive of better medical service. 


Photographic Patient File 


A NEW IDEA in doctor-patient relations that encourages 
family group appointments was recently discovered by Dr. 
Charles R. Meek, an Academy member in Lorain, Ohio. 

Using a 35 mm camera, Dr. Meek takes two exposures of 
each patient who comes into his office. He keeps one and 
mails the other to the patient. The photographing serves 
many purposes. Not only is it enjoyable, but it refreshes the 
mind of the doctor as to how the patient looks; he is able to 
identify him immediately and recall names more easily. It 
also eliminates the problem of confusing one patient with 
another. “I believe,” he says, “that the patients as a whole 
are enthusiastic about my being enough interested in them 
to want their picture at my own expense.” 

Dr. Meek uses an Exacta VX 35 mm camera on a tripod 
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that is permanently set up and in focus for the chair that 
each patient uses for the sitting. Arranged behind the chair 
is a backdrop. All the doctor has to do is to seat the patient 
and press the camera. The shutter opens as the synchro- 
nized flash comes on and the whole procedure consumes 
less than one minute. The developed photograph is a color 
slide that can be projected life-size onto a screen. Dr. Meek 
uses a Revere 500 W. projector which automatically changes 
the slides. Some patients have had enlargements made. 

Last July Dr. Meek began photographing each patient 
and has accumulated 300 pictures. If any patient is 
neglected through an oversight and doesn’t receive his pic- 
ture, Dr. Meek says he usually inquires about it. He takes a 
family in part or as a group when they all appear at the 
office and believes there has been an increase in the number 
of family groups making appointments. 
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This article, representing personal opinions of GP’s 
managing editor, has been accepted for simultaneous 
publication in the Freeman, edited and distributed 
by the Foundation for Economic Freedom, Irvington, 
New York. GP gratefully acknowledges permission 
to publish simultaneously.—PUBLISHER 


FREEDOM MANIFESTO 


WALTER H. KEMP 


I’m 30 years o1p. I live in Kansas City, Missouri. I 
decided recently that it was time to take stock, to look 
back, to look ahead, and to decide where I’m going 
from here. I almost wish I hadn’t. 

Everyone comes to crossroads and wonders which 
way to turn. I’m standing in the middle of one. Let 
me draw a picture. 

In 1949, I graduated from Northwestern University 
—after two years in the Army. I’ve done fairly well. I 
don’t make a king-sized salary but I’m not about to 
starve. At times, I think about launching my own busi- 
ness. It’s a big decision. 

Stay where you are, I first told myself, the security’s 
important. That’s when the trouble started. I looked 
around and realized that many of my friends, terming 
security all-important, are actually trading opportunity 
for security. This doesn’t seem quite right. Security 
is fine but like anything worth having, it’s expensive. 
How much do I want to pay? I honestly don’t know. 

Then it dawned on me that good, old Uncle Sam is 
helping me set the price. For years, I’ve been buying 
government-sponsored retirement income insurance 
under compulsory social security. Did anyone ask me 
if I wanted this particular policy? No! Buy it and like 
it. It does no good to object. Sam says buy, I buy. But 
here and now, for what it’s worth, let me add that I 
don’t like it. 

Why do I have to buy government insurance? In an 
effort to be fair, I did a little reading. I reviewed the 
social security program and found that it was enacted 
in 1935. It was supposed to provide retirement income 
benefits and a cash payment to widows. Sounds harm- 
less enough. Sure, it would cost money—but not much. 
Almost everyone could afford $30 a year. 

Since 1935, the rate’s gone up. I now pay $126 a 
year. Every time Congress gets together, the rate goes 
up some more. By 1975, I'll be paying $283.50 a year. 

Social security suddenly seems to be something less 
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than a bargain. Now, as I understand it, I’m paying !or 
disability income insurance. It’s also compulsury. 
That’s fine—but I already have disability income in- 
surance! I just plain don’t want any more! Too bad, 
Sam says, it’s all part of the social welfare progr... 

Social welfare, it seems, is all wrapped up with 
security. More important, the term “‘social welfare” is 
apparently a polite and inoffensive sounding synonym 
for “socialism.” I don’t like it. I don’t like to work for 
the federal government and that’s what socialism 
means to me. It means that every year, Washington 
takes a big chunk of my income and that someday, if 
I’m lucky, I'll get part of it back. It sounds like a pretty 
shabby plan. 

Just between me and Uncle Sam, I don’t need any 
more Jife insurance. If I die tomorrow, my two heirs 
will collect $40,000. I’d like them to collect $100,000 
and when I can afford another decent policy, I'll buy 
it. But it won’t be a government policy. It'll earn 
interest and have a cash surrender value. If I change 
my mind after I buy it, Pll cancel it. It’s that simple. 

Why won’t the government let me worry about life 
insurance, disability insurance, and retirement income 
insurance? That’s simple, too. Because that’s not the 
way of the “social welfare plan.” Under the Welfare 
system, I’m not insuring just myself—I’m insuring 
everyone else who gets caught in the net. I’m paying 
a “super-premium” on a socialistic policy. I’m helping 
the man who drags his feet as well as the one who 
works. This is pure and simple socialism—and I don’t 
like it. 

I’ve suddenly started to wonder what happened to 
“rugged individualism” and ‘American ingenuity.” 
As proud as I am of the stars and stripes, I’m not cur- 
rently waving the flag. Instead, I’m thinking about the 
history books I read and the lessons I learned years 
ago. This, I was given to understand, was the land of 
opportunity. It was a new homeland for people sick of 
oppression and excessive government control. What 
happened ? 

I don’t like rampaging, parasitic policies. I don’t 
like the “something-for-nothing” philosophy or the 
“cradle-to-the-grave” social welfare program. I know 
what it does to ambition and incentive. It is not a 
pretty picture. 

Big government apparently wants to take over. Each 
session of Congress brings new social welfare pro- 
grams. Each new program means new taxes. By the 
time I finish paying federal income tax, a state income 
tax, a social security tax, a sales tax, a gasoline tax, a 
cigarette tax, a luxury tax, and a host of hidden taxes, 
I begin to wonder whether I’m working for myself or 
for an assortment of government agencies. As it is, I 
work from January until the middle of March to pay 
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my federal income tax. You not only can’t take it with 
you, you can’t keep it while you’re here! 

I’m also getting a little tired of molly-coddling sub- 
sidies. Any special interest group that controls enough 
votes and has a sufficiently active lobby is in line for a 
big, fat subsidy. Don’t misunderstand—I don’t want 
anyone to starve. At the same time, subsidies seem 
like an artificial answer to socioeconomic problems. 
They also reflect extreme favoritism. 

I appreciate the farmer’s problem—lI was born and 
raised on a farm. Anyone who has raised apples in New 
England knows that the farmer has good years and 
bad years. Some years we made money, some years we 
didn’t. If we needed cash, we borrowed from the local 
bank. When we borrowed money, we paid it back. 

Today this isn’t necessary. The farmer gets paid for 
the crops he doesn’t raise. The program itself has a 
variety of names. The Eisenhower administration likes 
to call it a “soil bank” program. I don’t care what it’s 
called—it’s another federal handout. To be eligible, 
you have to belong to a special interest group that con- 
trols a large bloc of votes. 

There’s no green-eyed monster involved. I don’t 
want a subsidy. The fewer subsidies, the better. I'd 
vote to eliminate them all. This doesn’t mean I want 
to cut the farmer’s throat. He doesn’t have an easy 
life and he plays a very important role in our economy. 
If he needs money, he should have credit. But if he 
borrows money, he ought to pay it back. I wonder 
what happens to the pride of a man who is constantly 
on the dole, a man who lives from handout to handout. 
I don’t think I'd like it. Someone taught me to pay my 
own way in this world. Doing just that gives me a lot 
of satisfaction. 

I don’t want to appear heartless but it seems to me 
that if a man can’t stay in business without asking the 
rest of the nation for an annual handout, he might do 
well to pull up stakes and look for greener pastures. 

Five years ago, a friend of mine bought a truck. He 
worked hard. Oddly enough, it didn’t hurt him. Even 
though he managed to pay for the truck, he ran into 
too much competition and started losing money. In a 
very real sense, there was a local trucking surplus. 
He’d made a substantial investment in the truck but he 
didn’t start to think in terms of a federal subsidy. In 
the first place, he wasn’t eligible. In the second place, 
he had too much pride. So he sold the truck, borrowed 
more money, and bought a gas station. It’s still mort- 
gaged but he’s making regular payments and a com- 
fortable living. I admire him. 

Suppose there had been a subsidy for truck owners 
who can’t make a legitimate profit. Maybe he’d still be 
in the business. Each year, he’d get an umpteen dollar 
donation. I'd help pay it. 
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In a way, I don’t blame the farmers. The charity 
payment and the unearned bonus make life a lot easier. 
But I still question the economic efficacy of bigger and 
better subsidy programs. Again, I ask, when and where 
is it going to stop? 

I feel much the same way about state and federal 
government decisions to compete with private industry. 
I don’t doubt that the federal government can charge 
less for electricity. But is it actually cheaper? It seems 
to me that the government has a unique advantage. It 
can sell $10 worth of electricity for $7.50—and then 
tax everyone else for the other $2.50. Also, a govern- 
ment installation doesn’t pay taxes. This is a real and 
substantial competitive advantage. 

Should the government compete with private indus- 
try? Should it take unfair advantage of tax-burdened 
industry ? Somehow, it doesn’t seem fair. For years, the 
nation screamed about the inherent evils of industrial 
monopolies. Today, as relentlessly as the mills of God, 
we’re letting the federal government usurp the right 
of private enterprise. 

Last March, when the federal income tax deadline 
approached, I talked to at least ten friends and asso- 
ciates who outlined a dozen ways to defraud the 
federal government. It’s more than a game. These same 
people, in their personal and business associations, 
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don’t lie, steal and cheat. But they resent being. re- 
quired to work two or three months each year for the 
income tax collector. They’re being pushed too hard 
and someday, they'll rebel. Maybe I already have. 
Maybe I’m tired of seeing an appreciable part of my 
income impounded by federal agencies and wasted on 
a plethora of give-away programs. 

I’ve read summaries of the Hoover Commission re- 
port. I was amazed—and more than a little perturbed. 
It’s replete with examples of waste, duplication and 
inefficiency. This bothers me—it’s my money they’re 
wasting. 

Perhaps I’ve complained enough. But I keep asking 
myself why I should work harder and possibly fill a 
more important niche in this country and the com- 
munity of nations. Prestige and position don’t help 
pay the bills. I don’t wish for a raise half as much as I 
wish that various government agencies would stop dip- 
ping into my pocket. Every time I turn around, I pay 
a new tax or a bigger tax. I pay for insurance that I 


don’t want, for roads I don’t use, for a fancy railroad 
station in Rome, and for an endless list of other ites, 

Taxes—and more taxes. I should go in business for 
myself? I should leave myself wide open for even more 
taxes? Maybe I’d make more money and, simultane- 
ously, a contribution to the community. But in the 
long run, only Uncle Sam would win. 

What’s the answer? I honestly don’t know. It’s 
perhaps a matter-of opinion and of what each person 
wants. Personally, I have no use for anything that 
smells like socialism. I have no use for federal welfare 
programs. When a man needs help, I want to help him. 
In return, I expect an honest effort to repay. I’m 
against the handout, the subsidy, the various “com- 
pensation” plans, and something-for-nothing policies. 
I resent legislation designed to buy votes. Maybe all I 
want is a little more attention to the vanishing free- 
dom that’s supposed to go with pride, ambition anda 
willingness to pay my own way. This, then, is my 
freedom manifesto. 


More Oxygen Available 


EVEN OXYGEN is more plentiful today. 


According to the National Cylinder Gas Co., ten years ago there was only a few minutes’ 
supply of medical oxygen for everyone in this country, as measured by the annual amount 
consumed by hospitals. Now there is 71 minutes of high-purity oxygen available for every 
American if the year’s supply were evenly distributed. 

Forty years ago it was developed as an experimental form of therapy and today almost 
every new hospital has a built-in system for piping the gas directly to the patients’ rooms. 
Some older hospitals are having systems added to avoid wheeling bulky high-pressure cylinders 
through the corridors and to have it instantly on tap. 
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The following comprehensive article on undergraduate 
medical education was prepared by four members 

of the Academy's Commission on Education. 

The four members of the Committee on Undergraduate 
Education are E. Sinks McLarty, M.D., Galveston, 
Tex., chairman; Robert A. Davison, M.D., Memphis, 
Tenn.; Jesse D. Rising, M.D., Kansas City, Kan. 

and Thomas A. Sappington, M.D., Thomaston, Ga. 
— PUBLISHER 


The General Practitioner 
and Undergraduate Medical Education 


ADMINISTRATION in the field of medical education and 
medical care is effected not by control, but by consoli- 
dation; not by authority, but by spokesmanship. The 
unique position of a dean is created less by the intrinsic 
prestige of his office than by the compulsion upon him, 
virtually alone in the entire institution, to think of the 
operation as a whole as it involves the medical student, 
the hospital, the university, the alumni, the entire 
medical profession, the local community, the state and 
even the nation. 

If he is to represent medical education wisely, effec- 
tively, and well, his faculty and his friends in the 
practice of medicine must keep him informed scientifi- 
cally, pedagogically, politically, and above all, sympa- 
thetically. He’s often a very lonely person. 

His goal in undergraduate medical education is to 
prepare young doctors for the practice of medicine, 
teaching or research. Without the assistance of these 
deans, this report could never have been made. 

It is no secret that serious questions are being, and 
have been, raised regarding what and how much medi- 
cal schools should teach their students. For every 
question, however, there are nearly as many different 
answers. This shows a healthy interest in the situation, 
but it doesn’t contribute to the clarity of the over-all 
picture. 

The following report is based on information re- 
ceived from 80 of the 85 medical schools contacted. It 
shows how the general practitioner is being used to 
help train students in medical schools. It shows a 
definite trend in the increasing number of schools giv- 
ing students experiences in the practical aspects of 
medicine—away from the highly specialized teaching 
hospital. This is being done through preceptorship 
programs, family health advisor programs, and through 
general practice teaching in the outpatient departments 
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of many teaching hospitals. The trend is also indicated 
by the increasing demand for high quality general 
practice residencies. 

Surprisingly, but fortunately, most schools agree on 
the type of physician the schools want to produce. 
President Truman’s Commission on the Health Needs 
of the Nation report, published in 1952, contained the 
following statement: 

‘No student in the four years of medical school can 
begin to master all the skills he needs, but he can lay 
the foundation for these skills. He can cultivate an at- 
titude and form certain basic habits on which he can 
graft the competence and skills that he will need.” 

A few years ago, Dr. Russell Myers, professor of 
surgery and chairman of the division of neurosurgery, 
State University of Iowa College of Medicine, sum- 
marized several expressions in this statement: 

“The envisaged aims of the premedical course are: 
to inculcate the student with the scientific method and 
provide him with the basic principles and data upon 
which the study of medicine should properly be founded 
—without any special vocational emphasis. The aims 
of medical education itself are to equip the student with 
sound basic principles, including the scientific outlook 
and method; a knowledge of the art of medicine and 
the fundamentals of the medical sciences ; competence 
in, and understanding of, certain indispensable tech- 
niques, and intellectual resourcefulness and initiative 
in the handling of unusual and unexpected situations. 
Teamwork and a perception of the social and cultural 
settings in which medical practice is inevitably per- 
formed are receiving long overdue notice.” 

A summary of objectives of undergraduate medical 
education as stated by the Association of American 
Medical Colleges, in its Journal of Medical Education, 
March, 1953, is: 
sees & medical schools must strive to help the 
student to: acquire basic professional knowledge; es- 
tablish essential habits; attain clinical and social skills 
necessary to the best utilization of that knowledge, and 
develop those basic intellectual attitudes and ethical 
or moral principles which are essential if he is to gain 
and maintain the confidence and trust of those whom 
he treats, the respect of those with whom he works and 
the support of the community in which he lives.” 

How to achieve these aims is something else. It is 
wisely said that “the one instrument which the student 
should be encouraged to use early is his head.” 

As medical knowledge has expanded, the problems 
of medical schools have increased tremendously. Fifty 
years ago most schools felt that they had taught all 
they could by the end of three years. With more ma- 
terial, four years became the pattern. Hospital training 
began to assume importance and_the-internship, which 
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Georgetown University Medical School. This med: «] 
school utilizes about 30 conferences during the sc h- 
omore year in which a patient’s problem is prese»:‘ed 
as tt would concern the family physician. The }-re- 
sentation is made by a professor well qualified in 
general medicine; a consultant then discusses the ja- 
tient problem in response to the family physici.n’s 
questions, and the students ask questions. During 
the junior year, the 12-week medical clerkshi} is 
spent at the city hospital, at which time the stu- 
dents work under direct supervision of a grou) of 
physicians who are engaged in active family practice. 


The University of Kansas Medical School. Af this 
school, there is a feeling that general practice is a 
specialty in a very real sense. Therefore, it was de- 
cided that all students should be offered experience 
and training in general practice. The consensus was 
that this experience should be even more valuable 
for students entering a specialty than for those enter- 
ing general practice. The general practice program 
was instituted to fulfill a long-felt need to give all 
students an insight into the broader aspects of 
“grand medicine.” 
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almost all physicians now complete, became the fifth 
year. Just 30 years ago the number of internships 
offered was less than the number of medical school 
graduates ; today 12,013 internships are offered to only 
6,845 graduates. 

The pattern has been to add to what previously ex- 
isted—without paying much attention to what was 
already there. Human nature being what it is, attempts 
to reduce hours already allotted to a department have 
been almost fruitless, and at the same time, unpleasant. 

A social awareness is developing in medical schools. 
Plans are being made, modeled after the University of 
Pennsylvania, to bring the student into contact with 
home situations. This philosophy was summed up in 
the report of the President’s Commission on the Health 
Needs of the Nation: 

“It is the business of the physician to understand 
people. Into the medical student there must be incul- 
cated early a real interest in humanity. Patients come 
toa doctor because of pain or fear of pain or guilt. They 
want something. To this need the physician has always 
to respond. 

“The practice of medicine can still be defined as a rela- 
tionship of two people, one who comes to the other for help. 
The doctor who provides help is peculiarly trained by 
virtue of his understanding of the physiology, pa- 
thology, and illnesses of the human being to deal with 
certain kinds of problems. These fall within the ac- 
cepted definition of illness and health. While the tech- 
nologies of medicine have been developing, it has be- 
come increasingly evident through work in other fields, 
e.g., the social science and behavioral sciences, that a 
broader understanding of human behavior is possible. 
It is now possible for the doctor to learn more about 
the nature of the human being and the mechanisms by 
which he strives to maintain an adequate adjustment 
with his environment.” 


SCHOOL 


TYPE OF PROGRAM 


While it is true that medical schools are turning 
out capable graduates, their collective resources are 
strained to the limit. 

A lack of any well-defined, uniform system for train- 
ing physicians makes analysis difficult. No two schools 
use the same curriculum, yet all produce doctors. It is 
not like making butter, where you can start with cer- 
tain ingredients, treat them in a prescribed fashion and 
have a predictable end product. If you vary the pro- 
cedure very much, you cannot get butter. 

Premedical education and the problems of improving 
medical school admission procedures are also of con- 
cern to the Academy. However, such considerations 
are beyond the scope of this report. 

The development of basic intellectual attitudes 
should start at least at the high school level. All phy- 
sicians should be interested in and support programs 
to improve the education system of the country. If 
students admitted to the medical schools are well 
grounded in the arts and basic sciences and have ac- 
quired sound intellectual attitudes, they will be better 
able to maintain a steady progress through medical 
school and the clinical training period. 

The admission committees of medical schools are 
looking for mature candidates who have a broad edu- 
cation, emotional stability, and have demonstrated 
promise of growth, academic fitness and adaptability. 


General Practice Orientation 


For many years, medical schools have been pursu- 
ing the scientific side of medicine. Fortunately, most 
schools now realize the need for an integrated practical 
and humanistic approach. 

To determine the methods now being,used in medi- 
cal schools, two questionnaires were sent to the deans. 
The following is a digest of the data obtained: 


ALABAMA 
Medical College of Alabama 


ARKANSAS 
University of Arkansas 


Preceptorship on a voluntary basis, both for the preceptor and the preceptee, 


during summer following junior year—operated by Alabama Academy of 
General Practice. 


Preceptorship with general practitioner on elective basis. Full-time staff 


physician directs the program. General practitioners are also on the teaching 


staff. 
CALIFORNIA 


College of Medical Evangelists 


An elective preceptorship program between the junior and senior years. 


Also, a limited number of general practitioners are faculty members. 


Stanford University 
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No special program to use general practitioners, but general practitioners 
are on the teaching staff. 
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Stritch School of Medicine (Loyola). An elective period was introduced into the senior year program at Stritch in the fall of 1951. Among the 
electives offered was a general practice preceptorship, at present five weeks long. About 20 students from a class of 80 seniors choose this elective. 


The program functions out of a small hospital which has many general practitioner staff members. In March, 1952, a home medical care 
program was instituted. Students assigned to the general medical clinic of the dispensary serve in this program and accompany a general prac- 
titioner on visits to select dispensary patients. 


The University of Mississippi School of Medicine. This is one of the three medical schools in the country which offer general practice programs. 
The department of preventive medicine has, in addition to its other functions, administrative responsibility for activities of the general prac- 
tice section. As part of the course in preventive medicine for second-year students, each student is assigned a family for study in regard to en- 
vironmental, social, ec ic and emotional make-up. 


“ 
=< 
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SCHOOL TYPE OF PROGRAM 
University of California No special program to use general practitioners, but includes a family care 
(Los Angeles) program during the student’s four years. 
University of California Preceptorship program between the junior and senior years of from one 
(San Francisco) to two months on an elective basis—in cooperation with the California 
Academy of General Practice. 
University of Southern California No special program to use general practitioners. 
CoLoRADO 
University of Colorado Home care plan and general practice clinic in which general practitioners 
participate as instructors—primarily at one of the teaching hospitals. 
ConNECTICUT 


Yale University 


District OF COLUMBIA 
Georgetown University 


George Washington University 


Howard University 


FLORIDA 
University of Florida 


University of Miami 


GEORGIA 
Emory University 


Medical College of Georgia 


ILLINOIS 
Chicago Medical School 


Northwestern University 

Stritch School of Medicine 
(Loyola) 

University of Chicago 

University of Illinois 


INDIANA 

Indiana University 
lowa 

State University of Iowa 


Kansas 
University of Kansas 
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No special program to use general practitioners, but general practitioners are 
on the teaching staff. 


Students are oriented toward general practice in their regular school pro- 
gram, and the student, in his junior year, spends 12 weeks in a medical 
clerkship in a hospital under the direction of a family physician. 

No special program to use general practitioners, but general practitioners 
are on the teaching staff. 

No special program to use general practitioners, but a number of general 
practitioners are used in clinical departments. A preceptorship program is 
under consideration. 


New school and no program set up as yet, but planning a preceptorship 
program. 

No special program to use general practitioners, but a number of general 
practitioners serve as instructors in a general medical clinic. 


No special program to use general practitioners, although general practi- 
tioners are on the teaching staff. 

No special program to use general practitioners. Preceptorship program 
under consideration. 


No special program to use general practitioners, but a number of general 
practitioners are on the teaching staff. 

No special program to use general practitioners. 

General practice preceptorship which is an elective of five weeks’ duration. 
A home medical care program is also operated. 

No special program to use general practitioners. 

No special program to use general practitioners, but over-all program ori- 
ented to prepare students for general practice. 


No current information. 


A required preceptorship of one month’s duration with a general practi- 
tioner, between the junior and senior years. 


Selected general practitioners are used under a number of programs which 
include preceptorships, general practice clinics, and home care programs— 
directed by an administrative unit under the dean. Each fourth-year student 
is required to spend four and one-half weeks under a general practitioner- 
preceptor nominated by the Kansas Medical Society. The preceptorship 
program is directed by a preceptorship committee of the faculty. 


131 


re 

= 


University of Pennsylvania Medical School, 
General practice activities here are condi: ted 
in four ways: One is the family health advisor 
service in which students are assigned to a jam- 
ily throughout their medical school ceirse, 
During the summer starting the senior \:ar, 
students may elect to spend a minimum «/ six 
weeks under a preceptor who is preferably a 
general practitioner. The outpatient depart. 
ment teaching plan is followed in the fourth 
year. Students utilize specialty clinics but act 
very much in the capacity of a general practi- 
tioner. The student general practice society 
meets each month and has many general prac- 
titioners as guest speakers. 


The University of Tennessee. The general prac- 
tice department of the University of Tennessee 
was developed to give students some actual 
orientation and experience in the various 
forms of medical practice. The department is 
composed of a general practice clinic which is 
held the last two quarters of the senior year. 
This clinic is required of all students, is set up 
in the outpatient department and is staffed en- 
tirely by general practitioners. A family care 
program, which supplements the general prac- 
tice clinic, gives the student an opportunity to 
practice medicine in the home and to observe the 
environmental background of his patient's 
illness. 


~ 


SCHOOL 


TYPE OF PROGRAM 


KENTUCKY 
University of Louisville 


LOUISIANA 
Louisiana State University 


Tulane University 


MARYLAND 
Johns Hopkins University 
University of Maryland 


MASSACHUSETTS 
Boston University 
Harvard 


Tufts University 
MICHIGAN 
University of Michigan 


Wayne State University 
MINNESOTA 
University of Minnesota 


MIssIssIPPI 
University of Mississippi 


Missouri 
St. Louis University 
University of Missouri 


Washington University 
NEBRASKA 
Creighton University 


University of Nebraska 


New HaMpsHirE 

Dartmouth Medical School 
New JersEy 

Seton Hall University 
New York 

Albany Medical College 


Albert Einstein College of Medicine 


Columbia University 
Cornell University 
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Preceptorship program on an elective basis of three months’ duration. Also, 
general practitioners are on the teaching staff. 


No special program to use general practitioners, although students are 
oriented toward general practice. 

No special program to use general practitioners, but general practitioners 
participate, to some extent, in the teaching program. Family health advisor 
service program. 


No special program to use general practitioners. 

No special program to use general practitioners, but general practitioners 
are on the teaching staff and also participate in a home care plan. Preceptor- 
ship program is under consideration. 


An elective preceptorship program with selected general practitioners. 

No special program to use general practitioners, but curriculum oriented 
toward family practice under a family care program. 

Home care program in cooperation with the Boston Dispensary. 


No special program to use general practitioners, but general practitioners 
are used as extramural lecturers. 
No current information. 


No special program to use general practitioners, but selected general 
practitioners from small communities give lectures to senior students. 


An extensive program of undergraduate training in general or family prac- 
tice, which includes general medical clinics and a family care program. One 
of the three schools with a department of general practice. 


No special program to use general practitioners. 

Preceptorship program being planned which shall require senior students 
to spend three months with selected general practitioners. Preceptors are 
selected from nominations of the Missouri Academy of General Practice. 
No special program to use general practitioners. 


No special program to use general practitioners, but general practitioners 
participate in instruction of students in several departments. 

A preceptorship program with general practitioners, on an elective basis, 
and there are also a number of general practitioners on the teaching staff. 


(Two-year school) No current information. 
New school. No information. 


Elective preceptorship of one month’s duration with general practitioner. 
Selected general practitioners on the teaching staff. 

New school. No special program to use general practitioners. 

No special program to use general practitioners. 

No special program to use general practitioners, but general practitioners 
are on the teaching staff. 
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The University of Texas Medical Branch. This medical school conducts a preceptorship program in cooperation with the Texas Academy of Ge- 
neral Practice. Academy members who are interested in becoming preceptors submit applications to the preceptorship office. A committee of the 
Texas Academy passes on the members, and the approved panel is furnished the extramural program office at the medical branch. On a rotating 
basis, one-fourth of the class is out on preceptorship all during the year, while the other three groups do clinical assignments at the school. 


The University of Wisconsin Medical School. Establishment of preceptorial service at this medical school has led to organization of teaching cen- 
ters in various parts of the state for cooperation with the medical school of the state university. Within the state, there are numerous medical 


centers with well-organized hospitals and group clinics that are well suited for advanced undergraduate clinical teaching. Preceptors are re- 
sponsible for arranging the work of the students assigned them. 


: 


scHOOL TYPE OF PROGRAM 


New York Medical College No special program to use general practitioners, although general practi- 
tioners are on the teaching staff. 

New York University No special program to use general practitioners. 

State University of New York No special program to use general practitioners, but general practitioners 
(New York City) are on the teaching staff. 

State University of New York No special program to use general practitioners, but there are a few general 
(Syracuse) practitioners on the teaching staff. 

University of Buffalo An eight-week preceptorship program on an elective basis during the senior 


year—operated in cooperation with the Buffalo chapter of the American 
Academy of General Practice. 

University of Rochester No special program to use general practitioners, although there are a 
number of general practitioners on the teaching staff. At present, planning 
a major revision of program of outpatient teaching and services. 


NortH CAROLINA 


Bowman Gray School of Medicine No special program to use general practitioners. Some students spend part 
of junior-senior years with competent family doctors. 


Duke University No special program to use general practitioners, but there are a number of 

: selected general practitioners on the teaching staff. 

"i University of North Carolina A number of general practitioners on the teaching staff who are partly 
responsible for orientation programs, physical diagnosis, general clinic, and 
home care program. 

NortH Dakota 
University of North Dakota (Two-year school) No special program to use general practitioners, but 

m second-year students spend three weeks in clinic clerkship in small hospital 

af in the state. 


Ohio State University No current information. 

University of Cincirnati No special program to use general practitioners, but a large number of 
general practitioners are on the teaching staff. 

Western Reserve University No special program to use general practitioners. Intramural preceptorship 
plan of eight students to one physician on the staff. Family health advisor 
program. 

OKLAHOMA 
University of Oklahoma Preceptorship program, in cooperation with the state medical association 


and the Oklahoma Academy of General Practice, required for all fourth-year 


students. Also, a number of general practitioners are regular faculty mem- 
bers. 


OREGON 
University of Oregon Preceptorship program on a voluntary basis is offered during summer 
between junior and senior years. Official school credit is not given. Students 
contact the physicians, making their own arrangements. 
PENNSYLVANIA 


Hahnemann Medical College No special program to use general practitioners, but there are general prac- 
titioners on the teaching staff. Preceptorship program is under considera- 
tion. 

Jefferson Medical College Home medical care program, and general practitioners on the teaching 
staff. Preceptorship program is under consideration. 

Temple University No special program to use general practitioners. Curriculum oriented in the 


direction of training well-rounded general practitioners and there are a few 
general practitioners on the teaching staff. 
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SCHOOL 


TYPE OF PROGRAM 


University of Pennsylvania 


University of Pittsburgh 
Woman's Medical College 
Puerto Rico 


University of Puerto Rico 


SoutuH CAROLINA 


Medical College of South Carolina 


Soutu Dakota 
University of South Dakota 


‘TENNESSEE 
Meharry Medical College 


University of Tennessee 


Vanderbilt University 


TEXAS 
Baylor University 


Southwestern Medical School 


University of Texas Medical 
Branch 
Uran 
University of Utah 
VERMONT 
University of Vermont 


VIRGINIA 
Medical College of Virginia 


University of Virginia 
WASHINGTON 
University of Washington 


West VircInia 
West Virginia University 
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Family health advisor service. Preceptorship program on a voluntary basis 
between junior and senior years for a six weeks’ period. Student General 
Practice Society invites general practitioners to lecture. 

No special program to use general practitioners, but there are some general 
practitioners on the teaching staff. No extramural program. 

No special program to use general practitioners, but do have a number of 
general practitioners teaching in various departments. 


No special program to use general practitioners, although the student spends 
one month in a clerkship in public health which is at a small health center 
and hospital staffed by general practitioners. 


No special program to use general practitioners, but selected general 
practitioners are on the teaching staff. Preceptorship program is under 
consideration. 


(Two-year school) General practitioners are used in clinical instruction, 
A preceptorship program is operated with general practitioners throughout 
the state for second-year students. 


No special program to use general practitioners, but interested in such a 
program. 

A general practice clinic and a family care program are carried on under an 
administrative unit of the department of general practice within the division 
of preventive medicine. 

No special program to use general practitioners. 


No special program to use general practitioners. General practice clinic is 
under consideration. 

No special program to use general practitioners. Preceptorship program is 
under consideration. 

Required preceptorship of three months’ duration during the senior year— 
in cooperation with the Texas Academy of General Practice. 


Preceptorship of a brief time using selected general practitioners. 


Preceptorship program, general practice clinic, and externship period in 
which students are taught by general practitioners in community hospitals. 
Preceptors and the office of the dean work together on the program. Elective, 
but 50 per cent of the students participate and go to rural areas. 


No special program to use general practitioners, but a number of general 
practitioners are on the teaching staff. 

Intramural use of general practitioners, with a number on the teaching staff 
in the outpatient department in a diagnostic clinic, and general practi- 
tioners teach a course in social and environmental medicine. 


Preceptorship program of three months’ duration during the fourth year. 


(Two-year school) No special program to use general practitioners, but 
general practitioners are used occasionally as extramural lecturers. 
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TYPE OF PROGRAM 


WISCONSIN 
Marquette University 


University of Wisconsin 


No special program to use general practitioners, but a number of general 
practitioners teach in regular departments of the school. A general practice 
clinic is under consideration. 

Required preceptorship period one quarter of senior year, in cooperation 
with selected physicians throughout the state. 


GENERAL PRACTICE DEPARTMENTS 


Following are brief descriptions of general practice 
programs in three medical schools which offer such 
programs. These programs are each conducted under 
an administrative unit headed by a general practitioner 
who is a full-time faculty member. 


Tue Universiry OF KANSAS MEDICAL SCHOOL 


The general practice program was instituted at the 
University of Kansas to fulfill a long-felt need for a 
unit in the curriculum that gave all students an insight 
into the broader aspects of “grand medicine,” some 
experience in the problems of general practice and in- 
sight into their solutions, and generally make the reali- 
ties of medical practice more applicable to the academic 
material covered. The traditional curriculum offers 
varying amounts of work in the sundry specialties, and, 
feeling that general practice is in a very real sense a 
specialty, it was decided that all students should be 
offered experience and training in general practice. 
This experience should be even more valuable for stu- 
dents intending to enter a specialty or academic medi- 
cine than to those who intend to enter general practice. 

The general practice program, like other clinical de- 
partments, is autonomous, and is administered by a 
full-time member of the faculty who is a general practi- 
tioner and who has had many years of experience in 
private general practice. He is responsible for a faculty 
of 76 general practitioners who participate as precep- 
tors or as instructors in the general medical clinic of the 
outpatient department of the University of Kansas 
Medical Center. He also has under his direction the 
state hospital externship program which, while it is not 
distinctly a general practice function, falls outside of 
any of the specialty fields and involves considerable ex- 
perience in all fields of medicine. The chairman of the 
general practice program is responsible only to the 
dean of the medical school. 

The General Practice Preceptorship. The preceptor- 
ship program at Kansas has been very well received 
by the state, the medical profession, the faculty and 
the students. In order to explain the success of the 
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program, it might be well to inquire into its aims 
and objectives, as well as the techniques employed. 
In the first place, the objective of the program is not 
specifically to teach general practice nor any particular 
phase of medicine, but rather to expose the student to 
a medical way of life. It is expected that the student, 
while on his preceptorship, will be able to grasp more 
fully the individual nature of private practice and the 
need for understanding each patient as a person with a 
family, a job, and other environmental influences that 
relate to the presenting complaint or disease. 

The preceptorship is of sufficient importance to be a 
required part of the medical school experience. It sup- 
poses a certain maturity and ability to accept responsi- 
bility that can be expected only in senior medical stu- 
dents. For that reason, the preceptorship is required of 
all fourth-year students, and each student is assigned 
to a preceptor for one-half an academic quarter during 
his final year in medical school. 

It has been necessary to limit the preceptorship 
period to four and one-half weeks (one-half of an aca- 
demic quarter) in spite of the fact that most of the 
students have expressed the opinion that they would 
have found a longer period both profitable and enjoy- 
able. 

Preceptors are selected from a panel of physicians 
nominated by the Kansas Medical Society, and are 
given faculty appointments by the dean with the rank 
of ‘‘Preceptor in Medicine.” At the present time, there 
are 49 physicians holding this faculty appointment. 
Only physicians practicing in towns of less than 2,500 
population are appointed as preceptors. It is hoped 
that this will encourage suitable young physicians to 
locate in rural areas and provide a better distribution 
of medical care for the state. Another reason, and the 
more important one from an educational point of view, 
is that the student who is assigned to the physician in 
a rural area is able to establish a much closer personal 
relationship with his teacher than would be possible in 
a larger community. At the same time, he is afforded 
an opportunity to establish better rapport with the 
patients. In a word, he has a much better opportunity 
to participate intimately in a “medical way of life.” 
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Each preceptor is encouraged to adopt his own style 
of teaching, compatible with his own personality and 
with the individual requirements of the student. The 
student is placed in what is perhaps the best possible 
teaching situation obtainable, that is, one student with 
one teacher. 

Students are financially responsible for their trans- 
portation toand from their preceptor’s town ; the physi- 
cian in turn is responsible for the student’s board, 
room, and laundry during his stay. In many cases, it is 
possible for the student to live in the home of his pre- 
ceptor and to take his meals with the doctor and his 
family. When this is not convenient or practical, the 
preceptor makes arrangements for the student to live 
in a local home, in the hospital, or in a hotel. He also 
pays for the student’s meals if these are taken outside 
his home. Whatever the arrangement for board and 
room, it is imperative that the student be close enough 
to his preceptor to be easily available at all times so that 
he may accompany him on all his medical errands, and 
participate in his recreation. 

Students are not permitted to accept payments from 
preceptors for services rendered, and they are cau- 
tioned not to accept expensive gifts. 

Preceptors participating in this program are asked 
to grade students, and for this purpose they use the 
same evaluation cards that are employed throughout 
the medical school. 

Each student is required to submit a report on his 


preceptorship. This outlines the type of patients he has. 


observed, comments on the amount of individual re- 
sponsibility he has been given, and offers his opinion of 
his particular preceptorship and the entire preceptor- 
ship program. 

The preceptorship period helps the student mature 
medically, emotionally, and intellectually, integrating 
the fragments of knowledge he has stored away during 
his previous academic career. Preceptors state without 
qualification that the program has been stimulating to 
them and has encouraged them to be more diligent 
in their study of medical literature and to take more 
postgraduate work. 

Intramural Preceptorship. The program described 
above provides an opportunity for physicians in small 
towns to take part in the teaching. However, the gen- 
eral practitioners in the urban community of the 
school are excluded by the requirements restricting 
town size. In an effort to give this group a medical 
school affiliation, the school has invited the Kansas 
City Academy of General Practice to present a panel 
of local general practitioners, and from this the school 
has selected a group of 27 intramural preceptors. 
These men have been given the responsibility of 
staffing the outpatient medical clinic one morning 
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each week. Senior students are assigned to this clinic, 
Each student is provided with a small office an: ex- 
amining equipment. The initial history and exaiiina- 
tion is done by the student, then reviewed by the 
preceptor. Each preceptor sees approximately five 
patients in a morning and continues on the service for 
three months. 


oF Mississipp! SCHOOL OF MEDICINE 


The department of preventive medicine has, in ad- 
dition to its other functions, the administrative respon- 
sibility for the activities of the section on general prac- 
tice. The department is headed by Dr. Thomas J. 
Brooks, Jr., professor and chairman. The section is 
directed by Dr. Louis F. Rittelmeyer, Jr., associate 
professor, a general practitioner. Both of these men 
are full-time faculty members of the school of medicine. 

Family Study Project. This is a part of the course 
in preventive medicine for second year students. Each 
student is assigned a family for the purpose of learning 
as much as he can about the environmental, social, 
economic, and emotional make-up of the family. This 
project is designed to introduce the student, early in 
his training, to members of a family, not as unrelated 
cases in a hospital ward or clinic, but as parts of a 
functioning unit, in the surroundings of their home. 

In connection with this project, lectures are given 
to orient students to the family physician’s approach 
to both medical and socio-economic problems. Con- 
ferences are held to help them work out solutions to 
problems found. 

Family Care Program. Toward the end of the third 
year, students select families which will be under their 
care for the entire fourth year. Each student is a family 
doctor to one or more families for one year. He is re- 
sponsible for the family’s total medical care. 

The students perform routine examinations on all 
members of their families and give needed immuniza- 
tions to children. They evaluate and, when possible, 
correct any evironmental conditions which may react 
unfavorably on the family’s health. In case of illness, 
the patient calls his “student doctor” who responds by 
making a house call or by arranging to meet the patient 
at the medical center. If hospitalization is required, 
the student follows the patient’s progress in the hos- 
pital and resumes his care following discharge. 

Emphasis is placed on helping the student apply 
his scientific knowledge in practicing family medicine. 
The program provides students with the opportunity 
for continuity of the doctor-patient relationship and 
experience in total family medical care. 

In addition to the time each student spends caring 
for various family i/lnesses, he is assigned to a family 
care clinic one afternoon every three weeks. At this 
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time, the student does routine work with his patients, 
such as physical check-ups, immunizations, and follow- 
up work for pregnant women, and patients with chronic 
disorders. Formal conferences are held once a week 
during the last half of the fourth year. 

Practice of Medicine (lecture course). During the 
first half of the fourth year, weekly lectures are held. 
Members of the staff discuss such topics as ethics and 
medical economics, and also several facets of the family 
doctor’s duties, such as the care of the aged, psychoso- 
matic problems, and emergency care. 

Outstanding general practitioners from Jackson and 
nearby towns have been invited to become faculty mem- 
bers of the school of medicine. They hold the rank of 
clinical instructors. Most of their duties are in assign- 
ments to the family care clinic. They also give lectures 
to second and fourth year students, and attend con- 
ferences. Staff members who live in Jackson are on call 
day and night for consultation with students. 

The general practitioners assist the students in man- 
aging their patients as completely as possible in the 
home and clinic. When necessary, they advise consul- 
tation with appropriate specialists. As far as possible, 
each staff man supervises the work of the same group 
of about five students throughout the year. 

The director of the section on general practice is also 
chairman of the student and employee health service 
for the medical center. 


Tue UNIVERSITY OF TENNESSEE 


The general practice department of the University of 
Tennessee was developed on the premise that medical 
schools should give students some actual orientation 
and experience in the various forms of medical practice. 
The teaching of all the specialties has been traditional, 
but general practice, which is the most widely prac- 
ticed of all fields of medicine, has been totally neg- 
lected. The established specialty clinics and medical 
services within the schools and teaching hospitals are 
highly departmentalized and in no way resemble the 
conditions found in general practice. Further, in years 
past, the faculty of medical schools had, to a large ex- 
tent, conducted general practices before specializing. 
Today, very few faculty members have had any ex- 
perience with this form of medical care. 

Recognizing this, many medical schools have criti- 
cally evaluated their curriculums with the purpose of 
offering the student some form of orientation and ex- 
perience in general practice. The specialty departments 
have developed and grown with the historical growth 
of the medical school, but there has been no such prec- 
edent set for the organization of a department of 
general practice. This has offered some problems in 
their establishment and the curricular changes have in- 
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cluded such teaching approaches as preceptorships, 
family care programs of varying nature and duration, 
general practice lectures, and establishment of general 
practice clinics. 

The general practice department at Tennessee is 
composed of a general practice clinic which is held the 
last two quarters of the senior year. Participation in this 
clinic is required of all students, is set up in the out- 
patient department, and staffed entirely by general 
practitioners. A family care program supplements the 
general practice clinic in offering the student the op- 
portunity to practice medicine in the home and to ob- 
serve the environmental background of his patient’s 
illness. This program was designed to permit the stu- 
dent to see, live, and practice family medicine by as- 
signment of a family for the last 12 months of his 
school curriculum. Equipped medical bags are made 
available to the student for house calls, and the general 
practice clinic functions as his private office from 8:30 
a.m. to 8:00 p.m., daily. He makes appointments with 
his patients for all examinations and treatments that 
lend themselves to office management. If necessary, he 
hospitalizes his patients and follows them while they 
are in the hospital. 

Through these arrangements, the student is more 
than just an observer—he functions in every manner 
as the family physician. He makes house calls and office 
appointments, determines the diagnosis, and institutes 
treatment, all under the intentionally unobtrusive but 
consistently present supervision of the general practice 
staff. 

The department of general practice, staffed entirely 
by general practitioners who hold university faculty 
appointments, is a completely autonomous department 
within the medical school. Credit for all courses offered 
by the department is required for graduation. The de- 
partment’s function is to supplement, not replace, the 
specialty teachings. Its value is in correlating and inte- 
grating the specialty training of the student in the over- 
all care of the patient. The student comes to recognize 
the qualified general practitioner as a member of the 
profession respected by his medical school as one quali- 
fied to teach and hold faculty appointments along with 
his specialist colleagues. He begins to view general 
practice as another honorable and worthy field of medi- 
cine. He comes to know the background of disease 
through observing his patients for a full year in their 
natural environment. He is given an opportunity to 
correlate his technical knowledge of medicine with the 
natural setting of illness and to evaluate emotional 
problems of both children and adults from the vantage 
point of the family surroundings. He learns through 
experience the many factors that produce disease and 
retard healing. 
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Comments made by students regarding experiences in 
general practice programs: 


> “After working with families in their homes, it’s 
easier to understand that medicine is an art, not a 
science.” 7 
> “The family study program givés a beginning look 
at the doctor-patient relationship. It helps one to de- 
velop the ability to talk to people about their problems. 
I think this type of contact with patients is very essen- 
tial to becoming a good doctor.” 
> “I found out that the practice of medicine is no easy 
row to hoe, and it requires time and work exclusive of 
attending strictly to the medical needs of a patient.” 
> ‘This program has shown me some of the actual situ- 
ations which arise in the practice of medicine. It gave 
me a picture of the family as a unit—and how the 
health and behavior of one member of the unit affects 
the others. I gained a better understanding of the fam- 
ily background and the events which led to each ill- 
ness.” 
> “The Family Care Program affords the senior medi- 
cal student an excellent opportunity to ‘learn by doing.’ 
It appeared to me to be one of the most valuable facets 
in our education in that it effectively bridges the gap 
between the academic program and the ultimate goal of 
providing a physician’s service to the patient....... 
**..... T have made house calls alone, secured his- 
tory, done physical exams and planned treatment. 
After calling the general practice staff physician for 
consultations and authorization, I have proceeded to 
give the treatment.” 
> “The Family Care Program has offered a unique ex- 
perience in training which I think is good. I have been 
able to deal directly with a family unit in their home 
and have been able to follow closely several interesting 
medical problems which have been lost in our other- 
wise dissected training program.” 
> “Under the family care program, the student is al- 
lowed to think for himself. He can actually put into 
effect those diagnostic and therapeutic procedures he 
labored to learn. He may feel inadequate at first, but 
as he sees his patient improve under his prescribed 
treatment, he gains confidence in himself. He begins 
now for the first time to see clearly the connecting 
links between the family doctor and the various health 
agencies. He can foster their programs by teaching 
hygienic living.” 


Tue Unriversiry oF TExAS MEDICAL BRANCH 


Briefly, the preceptorship program at the University 
of Texas is operated in this way: The program is car- 
ried on in cooperation with the Texas Academy of 
General Practice. Only members in good standing are 
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considered. Academy members who are interested in 
becoming preceptors submit an application to the ; :- 
ceptorship office. A committee of the Texas Acade ny 
passes on its members—thereby relieving the medical 
branch of the responsibility of selecting, rejecting. or 
dismissing preceptors. The approved panel is furnislied 
the extramural program office at the medical branch 
where the actual mechanics of the students’ choosing 
preceptors are carried out. 

In the spring of the junior year, students draw quar- 
ters for their senior year. The senior year is divided 
into four quarters of three months each. The year be- 
gins in July and lasts through late May. One-fourth of 
the class is out on preceptorship all during the year, 
while the other three groups are doing clinical assign- 
ments at the school. Once this drawing is completed, a 
preceptor list is prepared for the summer period and 
students do their choosing. The remaining three quar- 
ters—fall, winter, and spring—follow in sequence. 

The preceptor is responsible for round-trip trans- 
portation from Galveston, room, board, laundry, and 
$25 a month incidental expense. This $25 per month 
is not, and cannot be, considered pay since these 
students are still in their didactic training. 

The preceptor is asked to present the “art of medi- 
cine” to the student. He is in a position to familiarize 
the student with medical economics, such as fees, 
bookkeeping, setting up practice, and charity work. 
The student also learns the doctor’s place in the com- 
munity and his responsibilities as a leading citizen. 
Such ancillary items as prescription writing and drug 
detail men come in for attention. The student has 
selected patients of his own under the doctor’s close 
supervision and has the opportunity to put his scien- 
tific knowledge to work. 

At the end of the quarter, both doctor and student 
complete questionnaires regarding their experiences. 
The doctor rates the student’s character traits and 
scholastic background. The student rates the over-all 
preceptorship as he sees it. The most frequent comment 
is that the preceptorship has given him confidence. 
He is surprised at how much he has learned, but has 
had little chance to apply. He is also amazed at how 
much more there is to learn. Nearly every form ex- 
pressed the feeling that this has been the most valu- 
able part of his medical education. 

The doctors report that the preceptorship experience 
is a two-way street. Each student is fresh from class 
and in a sense is a sort of refresher course on current 
research, theory, and procedure. As a student asks the 
preceptor for the reasons behind something he is doing 
or has done, the doctor re-evaluates his procedures. In 
this way, the doctor finds each student a refresher 
course in himself. 
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The school benefits from the reports made by the 
doctors and students as well. When the preceptor 
evaluates the student’s scholastic background, he in a 
sense is evaluating the medical school curriculum. 
Often doctors make comments that are helpful in judg- 
ing course value. The reports made by preceptors are 
often used in recommending students to hospitals 
under the national intern matching plan. These re- 
ports from doctors are felt to be a complete reference 
on the student in his scholastic ability put to use and 
his personality and character traits. 

From all sides, the doctor’s, the student’s, and the 
school’s—this preceptorship program has proven most 
successful. 


Students’ Comments— University of Texas Medical Branch 


> “The preceptorship is particularly valuable to stu- 
dents from an institution such as ours here, in that it 
constantly impresses one in the fact that medicine 
as it is taught here, and medicine one must practice to 
make a living are almost totally unrelated. One learns 
that it is necessary to be practical if one is to build a 
practice.” 

> “Extremely valuable, especially at an institution with 
a limited amount of clinical material. The student gets 
the opportunity to see the practical application of med- 
icine, an insight into the economic problems involved 
in medical practice, an appreciation of the importance 
of experience in medical practice, a well-to-be remem- 
bered lesson in the importance of being conscientious 
in the practice of medicine, and the living of medicine. 
In addition, the student gets the opportunity to be on 
his own to a degree, make decisions, manage patients, 
get the feeling of responsibility in medicine (a wonder- 
ful feeling after our years of ‘irresponsibility’).” 

>I feel that the preceptorship plan is the greatest 
one step taken toward improving medical education 
in the last ten years. I think that the plan as set up at 
present is excellent, and I have no recommendations 
for improvements.” 


Students’ Comments—University of Kansas Medical 
Center 


> “I was completely satisfied with my experience. My 
preceptor impressed upon me that good medicine can 
be practiced by general practitioners, and that general 
practice can be a very fruitful and satisfying way of 
life. The period of training at present is too short.” 
> “The preceptorship program is definitely worth 
while. It gave me new insights into general practice, 
and ! now feel less afraid and less inadequate than I did 
prior to my preceptorship experience. I think a pro- 
gram such as this greatly increases the number of GPs 
the medical school puts out.” 
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> “The thing I like best about this preceptorship was 
the chance to observe firsthand the various types of 
patients and character of medical practice which is 
being performed other than in a larger community. 
Also to get some idea of management of the business of 
the practice of medicine.” 

> “The preceptorship program is definitely worth 
while, if for no other reason than to give the student 
an opportunity to see the problems and life of a general 
practitioner.” 


Tue Universiry oF WiscoNsIN MEDICAL SCHOOL 


The last year of medical school at Wisconsin has 
been individualized by omitting all class work and 
dividing the year into four quarters. One is called a 
medical quarter, one a surgical quarter, one a general 
quarter, and one a preceptorial quarter. 

The preceptorial quarter comes in the last half of the 
year, either in January to April or March to June. With 
the establishment of a second preceptorial quarter, the 
preceptorial work will be extended throughout the 
year. During the quarter a student elects work under 
the general supervision of an approved preceptor who 
is in a position to provide the student with suitable 
hospital laboratory and library facilities for effective 
work on his service and that of his associates. The 
supervising preceptor may select such associate and 
assistant preceptors as he believes will add to the wel- 
fare of the student during his services with the pre- 
ceptor. 

The establishment of this preceptorial service has led 
to the organization of teaching centers in various parts 
of the state for cooperation with the medical school of 
the state university. There are within the state, numer- 
ous medical centers with well-organized hospitals and 
group clinics admirably suited for advanced under- 
graduate clinical teaching of the type outlined above. 

The preceptor is made responsible for arranging the 
work of the student assigned to him for the quarter. 
He may select such associates and assistant preceptors 
to aid him in supervising the work of the student as he 
may desire. Since but one or two students are as a rule 
sent at a time to an associate teaching clinic and several 
associate preceptors are available for each student, the 
supervision of the student’s work may be organized in 
such a way as not to constitute a burden on any member 
of the group. The general directions for arranging the 
work of the students are as follows: 

1. The student is expected to work for five hours 
each week day, in ward work, laboratory work, or in 
other work which puts him into immediate contact 
with patients or with procedures taken for the direct 
welfare of patients. 


2. Half of the preceptee’s time should be devoted to 


141 


l 


general medicine or to general surgery from the medical 
standpoint. The balance of the time may be devoted to 
obstetrics if such service is available, and to one or 
more of the specialties with special reference to the 
problems of general medicine and surgery. 

3. The preceptee should not be permitted to under- 
take work in more than two fields at a given time. 

4. He is expected to aid in history taking, making 
physical examinations, laboratory work, and in such 
other ways as may be for the welfare of the service and 
beneficial to his own education. 

5. When not on duty, he is expected to do a large 
amount of reading and study in connection with the 
cases seen while on service. 

6. While on given service, the preceptee should at 
least once a month write up a case or group of cases 
with special care, with copies to be filed in the office of 
the medical school in Madison. 

7. The preceptee is expected to submit to general 
examinations in the fields of work to which his services 
have been devoted and also to write a general report of 
the work which he has done and the benefits received. 


Other Combined Programs 


Several schools have combined programs which in- 
clude conferences, clerkships, family health advisor 
services, preceptorships, and outpatient department 


teaching plans. These programs have been designed to 
interest students in general practice or to give them an 
opportunity to observe some phase of general practice 
on the assumption that even though they plan to enter 
a specialty, it is to their benefit to know how the practice 
of general medicine is carried on. 


GEORGETOWN UNIversiTy MEDICAL SCHOOL 


During the sophomore year, there are about 30 
conferences that use the following routine: A patient’s 
problem is presented as it would concern the family 
physician. This presentation is made by a professor 
well qualified in general medicine. A consultant then 
discusses the patient problem in response to the family 
physician’s questions. The students also have a chance 
to ask questions. 

It is believed that these conferences accomplish the 
following objectives : 

1. They depict the general physician in a favorable 
light. 

2. They provide an insight into general physician- 
consultant relationship. 

3. They emphasize the variety and interest of work 
in a general physician’s daily life. 

During the junior year, the 12-week medical clerk- 
ship is spent at the city hospital. At that time, this 
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work of the students is under direct supervision «\ a 
group of physicians who are engaged in active fai.ily 
practice. Some of them are general practitioners, otl:-rs 
are internists. These tutors have a considerable in \u- 
ence upon the attitude of our students toward the 
family doctor. 

The dean stated that the results of these efforts at 
Georgetown seem apparent in the decisions of the 
students regarding their future in medicine. While 
other schools report a declining interest of the student 
in general practice, Georgetown students show an in- 
creasing interest. It is well sustained into the senior 
year. 


UNIVERSITY OF PENNSYLVANIA MEDICAL SCHOOL 


The activities on general practice and the general 
practitioner are summarized as follows: 

1. Family Health Advisor Service—A plan by which 
students are assigned to a family throughout their 
medical school course. This introduces to the student 
early the importance of familiarity with the home situa- 
tion and the effects of environmental and economic 
factors on disease. 

2. Preceptorships with Practicing Physicians—Dur- 
ing the summer starting the senior year, students may 
elect (approximately one-fourth of the class does so) to 
spend a minimum of six weeks under a preceptor who 
is preferably and usually a general practitioner. 

3. Outpatient Department Teaching Plan—A plan 
followed in the fourth year through which, while utiliz- 
ing specialty clinics, the student is made responsible 
for the patient regardless of the clinic to which that 
patient may go. In other words, the student acts very 
much in the capacity of a general practitioner, caring 
for those conditions that he can, and calling for con- 
sultations on others. 

4. Student General Practice Society—This group 
meets monthly and has invited speakers, many of whom 
are general practitioners. Representatives of the Ameri- 
can Academy of General Practice appear every year. 


SrrircH ScHoot oF Mepicine (Loyoia) 


In the fall of 1951, an elective period was introduced 
into the senior year program. Among the electives 
offered was a general practice preceptorship which at 
the present time is of five weeks’ duration. Approxi- 
mately 20 students out of a class of 80 seniors choose 
this elective. The program operates out of a small 
hospital on the staff of which are many general prac- 
titioners. Each student is assigned to a selected general 
practitioner and accompanies him in his office, house 
calls, and hospital practice. 

In March, 1952, a modest home medical care pro- 
gram was instituted. Students assigned to the general 
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medical clinic of the dispensary serve in this program 
and accompany a general practitioner on visits to select 
dispensary patients who are no longer ambulatory. 
The general medical clinic is staffed for the most part 
by internists, but several practitioners aid in the pro- 
gram of this clinic. The general medical clinic is the 
main guiding clinic for adults in the outpatient depart- 
ment. It is organized to simulate, as closely as possible, 
office practice of the general practitioner. 


Comments made by deans: 


> “At the moment—since we make no effort to con- 
vince our students that they should become either 
specialists or general practitioners, academicians, or 
otherwise—I do not foresee immediate expansion of 
the use of the general practitioner in the medical cur- 
riculum. However, should good suggestions come 
along, they will certainly be carefully considered and 
implemented if it seems advisable.” 

> “We have done a lot of talking about the general 
practitioner and there is enough material for years of 
philosophical discussion, but I must in all candor say 
that no definite plan has been proposed as to their 
contribution to medical education. The curriculum 
committees are at work on the second, third, and 
fourth-year curriculum and perhaps some plan will 
evolve from the deliberations of these committees.” 

> “My own personal views are prejudiced by my back- 
ground and orientation. Fortunately for the college, a 
very active and knowledgeable faculty committee par- 
ticipates in the formulation of school policy. My experi- 
ence has been with large medical centers in a big city, 
with every conceivable specialist readily available and 
the general practitioner had practically no voice in the 
council of the hospital or college. There must be some 
middle ground.” 

> “In spite of the fact that our undergraduates have no 
formal contact with general practitioners, a consider- 
able number of them indicate that it is their intention 
to enter general practice after their internship. It is the 
objective in undergraduate education to give such a firm 
grounding in the fundamentals of the practice of medi- 
cine that a student leaving our school should be as well 
qualified to enter general practice or to pursue specialty 
training as we can make him.” 

> “I find it difficult to answer your question insofar as 
intramural activity is concerned for the simple reason 
that the definition of a general practitioner differs from 
one part of the country to another. As you undoubtedly 
know, here in New York general practice is very likely 
to be a form of internal medicine.” 

> “It is my belief, however, that our total undergrad- 
uate educational program is oriented toward the prep- 
aration of our students for general practice with the 
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belief that further training either for a particular 
specialty or for general practice should be a function 
of postgraduate study.” 

> “As you probably are aware, many changes have 
taken place in the teaching programs during the last 
one or two decades. Years ago a man graduating from 
a medical college, if interested in a specialty, identified 
himself after his internship with a leading institution. 
At that time there were but few, if any, residencies 
obtainable and the man generally established himself 
in private practice and spent many hours per week in 
the hospital with his special training. As time passed, 
if and when his work was acceptable and recognized, 
he was promoted in his department. About this time 
he could gradually abandon his general practice and 
devote his time to his specialty.” 

> “We have given thought to the proposition that the 
graduate should have a good background in the general 
practice of medicine; but in the attitude that a general 
practitioner should be aware of all areas of medicine, 
we believe that instructors who are experts in the 
various special fields are better equipped to give this 
background than is the general practitioner who, be- 
yond a point of his capabilities, must refer his patients 
to the specialist.” 

> “Although we have nothing to report from here of 
significance for your survey, I would like to state my 
personal views about some of the teaching done in the 
larger hospitals. I have heard certain students who are 
a product of such schools ask me in all honesty, 
‘What on earth does a general practitioner do?’ They 
have been used to the patient approach as that of a 
battery of physicians and cannot see where a practi- 
tioner would fit in. It is my opinion that this is an 
unsuitable method of helping fill our need for practi- 
tioners. I am pleased to see the increasing emphasis on 
teaching done by practitioners in many parts of the 
country.” 

> ‘We have a number of general practitioners helping 
in the teaching of various departments. We find that 
our students are appreciative of the invaluable experi- 
ence of the general practitioner in many medical situa- 
tions and we are happy to include them in our general 
program.” 

> “Medical education and medical practice are un- 
questionably matters of wide public interest and con- 
cern today. 

> “Medical education is accountable to the general 
public, not to the extent that they must fully compre- 
hend in any detail what we do and how we do it, but 
to the extent that they are satisfied and have confi- 
dence in our motivations, our skills, our integrity, and 
our results in the utilization of public and private 
funds.” 
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Conclusions 


With few exceptions, leaders of medicine agree that 
competent and well-trained general practitioners in 
adequate numbers are an essential ingredient in our 
system of medical care. The importance of his role in 
American medicine is decreed by our social system, 
in which the family is basic, and in the current concept 
of preventive medicine in which comprehensiveness is 
the objective. 

If this need is to be met, medical students must be 
given the type of training that will fit them for modern 
general practice, and, just as important, they must be 
impressed that general practice is a field worthy of 
the very best and most intelligent men. It is recognized 
that because of the highly technical nature of medical 
subjects, it is essential that the subjects be taught by 
specialists in the various fields. However, these spe- 
cialists are of necessity giving their attention to a rela- 
tively limited phase of medicine. 

The majority of the medical schools are conducting 
various types of programs designed to provide training 
and experience in general practice. Included are 
courses or lectures on general practice, preceptorships 
with general practitioners, clinical clerkships in general 
practice clinics, and out-call services or home care 
plans under which the student acts as the family 
physician for one or more families. These expose the 
student to all fields of the practice of medicine so that 
he can more accurately select that field of medicine 
to which he wishes to devote his life, and for which 
he is best suited by personality make-up, character, 
disposition, and emotional as well as basic personal 
physical endowment. 

It further offers him a broader base of medical train- 
ing upon which to pyramid his training toward any 
field of practice. Thus, through this basic training, he 
has learned something of all fields of medicine so that 
his future practice can be better coordinated with the 
efforts of his colleagues, and therefore better fulfill the 
objective of the medical school toward supplying in- 
tegrated total medical care to the American people. 

Students are naturally very susceptible to the views 
and knowledge demonstrated by an expert in a particu- 
lar field, and are impressed by the prestige and impor- 
tance of their teachers, nearly all of whom are spe- 
cialists. If the student is to have a balanced preparation 
for practice as a family physician, a limited specialist, 
or a teacher, the school must offer him a coordinated 
program in which general practice is presented in its 
relationship to all specialties from a realistic and co- 
operative standpoint. . 

There must be more emphasis on what the general 
man can and should do, as well as instruction in the 
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arts, ethics, and economics of medicine. In order \» 
accomplish this, medical educators should call upon 


* more general practitioners to participate in unde - 


graduate teaching in appropriate positions. Corolla: \ 
to this is the need for more general practitioners wl 
are willing to devote the necessary time to teachin, 
and, above all, ones who are qualified to teach. In order 
to encourage general practitioners to participate more 
in education, they must be accorded professional 
standing and academic rank. The student will then 
look upon the general practice of medicine as an honor- 
able and rewarding field. 

Various types of programs or changes have been 
instituted in the curricula of some of the nation’s medi- 
cal schools in recent years. The programs which enable 
general practitioners to participate in medical edu- 
cation, plus the Academy’s postgraduate programs, 
are encouraging more general practitioners to become 
better qualified to function as instructors in medical 
schools. 

The Academy believes that there must be some or- 
ganizational unit for administration and coordination 
of the various phases of the over-all program to orient 
students in family medical practice. 

The general practice staff should be an independent 
unit of the faculty, organized as a department or sec- 
tion, headed by a chairman who holds rank equivalent 
to that of the chairmen of other departments. The 
department head should have had experience as a 
family doctor and should sit on administrative com- 
mittees just as do the heads of other departments. In 
this way, the general practice program can be ad- 
ministered and integrated more effectively with the 
teaching aims of other departments, and the general 
practice unit will be represented in the policy forming 
councils of the schools. 

The over-all objectives regarding improvement of 
medical care for the benefit of the people were well 
stated in the report of the American Medical Associa- 
tion’s Continuing Committee on Medical Practices. Its 
report, adopted by the House of Delegates in 1955, 
directed the American Medical Association to approve 
medical school teaching programs which offered the 
medical student opportunity for experience in the 
general practice of medicine and to use all possible 
means to stimulate the formation of a department of 
general practice in each medical school. 

It also provided that the American Medical Associa- 
tion use its influence to discourage any arbitrary re- 
strictions by hospitals against general practitioners as 
a group or as individuals, and that its public relations 
department present a program of public education de- 
signed to bring about a better understanding of all 
fields of medical practice. 
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Management of Life-Threatening Poliomyelitis. Edited by H. C. A. 
Lassen, M.D. Pp. 179. Price, $6.00. The Williams & Wilkins 
Baltimore, 1956. 


Tus SMALE volume, including foreword, index and bibliog- 
raphy, is a striking example of the ingenuity of medical 
men meeting a disastrous situation for which there was in- 
adequate modern accepted facilities. It covers a series of 
nearly 3,000 cases of poliomyelitis, 1,250 of the paralytic 
type, and 345 with dangerous involvement of respiration or 
swallowing. 

Because of the lack of accepted facilities for maintaining 
respiration, medical men discovered that all knowledge up 
to that time was completely outmoded. The maintenance 
of respiration by tracheotomy to insure ventilation, suction 
of secretions, postural drainage and manual positive pres- 
sure ventilation with the use of oxygen and nitrogen was a 
necessary method of procedure because of lack of respirators. 

The book covers in minute detail the various procedures 
and results. I would recommend this volume to every phy- 
sician interested in polio, whether he be advanced surgeon 
or general physician. I do not recommend that everyone 
buy the book since a single reading for the general in- 
formation contained is sufficient. I would recommend that 
it be in all libraries, in particular the local society libraries, 
where it could be made available to society members for 
short-term informative reading. It is a striking example of 
the capacity of the medical profession to meet extraordinary 
situations in a most competent manner. 

—J. R. Fowter, 


Low Fat Cookery. By Evelyn S. Stead and Gloria K. Warren. 
Pp. 184. Price, $3.95. McGraw-Hill Book Company, New 
York, 1956. 


Mrs. Step and Mrs. Warren are to be commended for this 
pioneer endeavor to change the cooking habits of women 
who have been accustomed to making a good dish even 
better by adding butter. 

Anyone who has attempted to keep the fat out of cooking 
as I have for the past two years will appreciate this book. 
It contains a varied selection of recipes ranging from hors 
d’veuvres to desserts and includes an excellent chapter de- 
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Practitioner’s Bookshelf 


voted to that “problem child” of “low fat cookery” — 
breakfast. 

The authors have been particularly ingenious in devising 
good substitutes for such fat-laden favorites as pie crusts 
and salad dressings. 

One important feature of particular help is the listing of 
the brand name and sources for obtaining the specialty in- 
gredients for low fat substitutes. 

Sample menus for an entire week are outlined. The fat 
content is given for every recipe and each individual serv- 
ing. An appendix listing the amount of fat in a large num- 
ber of foods is likewise helpful. 

The introduction is written by the physician-husbands of 
the authors who point out that restriction of fats is an 
effective and simple means of keeping one’s waistline trim. 
My own family can certainly attest to this. The possible 
relationship of fats to atherosclerosis is naturally an added 
stimulus to use “low fat cookery.” —Irma Harvey 


Anesthesia for Surgery of the Heart. By Kenneth K. Keown, M.D. 
Pp. 109. Price, $3.75. Charles C Thomas, Springfield, Iil., 
1956. 


Surcery of the heart has become increasingly important to 
all doctors in recent years. Advances in anesthesia have in 
many ways made it possible for development of cardiac sur- 
gery. This book summarizes not only the important aspects 
of anesthesia but also includes many diagnostic facets nec- 
essary to determine whether or not a patient is a suitable 
candidate for cardiac surgery. The symptomatology, phys- 
ical findings, and pertinent laboratory data included for 
each congenital and acquired heart lesion enable the busy 
general practitioner to refresh his memory and judge 
whether or not his patient may be a candidate for such 
surgery. 

For the doctor desirous of doing anesthesia for heart 
surgery, I do not feel that this book is adequate in scope or 
detail. It is intended as a ready reference, especially in the 
selection of patients for cardiac surgery, and as such I be- 
lieve it is of great value. 

For the general practitioner it is an excellent book, easily 
read and well documented to emphasize the responsibility 
he assumes in referring his patients and to further appre- 
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«MODERN PERINATAL CARE 


BY LESLIE V. DILL, M.D., F.A.C.S., GEORGETOWN UNIVERSITY SCHOOL OF MEDICINE 
WITH FOREWORD BY NICHOLSON J. EASTMAN, M.D. 


The purpose of this text is to present those modern procedures of perinatal care which have proven so strikingly effective 
in reducing maternal and infant mortality during recent years. It crystallizes present thought and care of the woman 
antepartum and postpartum and presents methods of therapy which produce effective results even when extensive 
facilities may be lacking. Separate chapters cover the manifestations of pregnancy; hygiene; nutrition; abortion; pelvic 
mensuration; psychology; toxe.sias; ias; heart di ; diabetes mellitus; the thyroid; venereal disease, tuberculo- 
sis; erythroblastosis; fetal mortality; infant feeding; necessary obstetric records; legal aspects of obstetric practice, 
and ethics of the Catholic Church pertaining to obstetrics. An informative and helpful Foreword is contributed by 
Nicholson J, Eastman. 


About 320 Pages. July 1957. $6.50 


BY R. GORDON DOUGLAS, M.D., CORNELL UNIVERSITY SCHOOL OF MEDICINE 
AND WILLIAM B. STROMME, M.D., F.A.C.S., MINNEAPOLIS; FORMERLY CORNELL UNIV. 


This new text is a complete presentation of the entire subject of operative obstetrics based on wide clinical experience 
and so profusely illustrated as to be almost an atlas. The various operative technics are described and illustrated in 
detail but in addition the authors discuss indications, contraindications, advantages and disadvantages of various 
alternative technics, incidence of occurence, trends and the reasons for them. Also, separate chapters cover A y 
Preoperative Care and Operative Management, Anesthesia, R itation of the Newborn, Postoperative Care and 
Management of Postoperative Complications. Rare complications are included but, in general, outmoded procedures 
and those of questionable value are omitted. The book is illustrated with original artists’ sketches and photography 
done in the operating or delivery rooms. Illustrations are particularly numerous in the section on the use of forceps. 


Sept. 1957. About 800 Pages and 800 Illustrations. 


VOLUME 6 


1557s PRACTITIONERS’ CONFERENCES 


EDITED BY CLAUDE E. FORKNER, M.D. CONTENTS 


The Practitioners’ Conference volumes are the published record of Should Patients Be Told the Truth 
a series of clinical conferences conducted informally as bedside teach- About Serious Illness? 
ing clinics at The New York Hospital-Cornell Medical Center for the Trichinosis 
benefit of physicians in general practice, hospital residents and interns. Cancer of the Thyroid 
Each clinic meeting was limited to discussion of one subject, selected Cc ? ste Penatate 
for its practical importance to physicians in their daily practice. Each . Esor 
session was conducted under the direction of a moderator and a three Cancer of the phagus 
or four member panel of experts from medical schools, research foun- Tumors of the Lung 
dations and hospitals. At these meetings the panel experts presented the Portal Hypertension 
subject and discussed the case histories of patients who were brought Tumors of Bone Other Than Mul- 
in. During these proceedings the physician audience was encouraged to tiple Myeloma 

hallenge any stat t and ask for clarification or amplification. The Early Detection of Heart Disease 
purpose of each meeting was to bring out the latest progress in re- Dermatophytosis, Tinea Capitis, 
search, diagnosis, prevention, treatment and general patient-care. Strong Monilia Infections of the Skin 
emphasis was placed on bringing out common errors, obscure factors Poison Ivy and Contact Dermatitis 
and any pertinent points of controversy. Each session was stenotyped E h 4 . d Parki P 
as it progressed and the transcription was later edited by Dr. ais 
and the panelists. References were appended and finally Dr. Forkner Endometriosis : " 
added concise summaries. Consultations with Anesthesiol- 


Ogists 
Vol. 6. June 1957. 412 Pages. Illustrated, $6.75 Gout 


APPLETON-CENTURY-CROFTS, INC., 35 W. 32ND ST., NEW YORK 1, N. Y. 
SEND ME POSTPAID AND CHARGE TO MY ACCOUNT THE VOLUMES CHECKED BELOW 


(0 DILL’S MODERN PERINATAL CARE. $6.50 

(0 DOUGLAS & STROMME’S OPERATIVE OBSTETRICS. 
0 VOL. 6, THE PRACTITIONERS’ CONFERENCES. $6.75 
(0 COLE’S OPERATIVE TECHNIC. 2 VOLUMES. $37.50 
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ciate the problems encountered by the cardiovascular sur- 
gical team. A good bibliography enables the more interested 
to find additional reading about a new subject which is 
gaining rapid popularity. —W. W. Tuan, Jr., M.D. 


Positioning in Radiography. By K. C. Clark, F. S. R. Pp. 645. 
Price, $29.00. Grune ¢ Stratton, Inc., New York, 1956. 


Tuis 1s the seventh edition of a well-conceived and ex- 
tremely useful work. The author is an experienced and dis- 
tinguished British radiographer who has much to say, and 
who says it well. The book is an extremely well-detailed 
series of most exact directions for radiography of every por- 
tion of the body. There is no doubt that every physician 
who employs x-ray apparatus in his daily work would bene- 
fit greatly by daily use of this excellent compendium. Per- 
haps it is permissible to add that this reviewer’s experience 
suggests strongly the urgent need for the improvement 
which will follow. 

Contrary to usual British practice, and greatly to the 
advantage of this work, the author has reproduced all radio- 
graphs in the negative. 

In addition to the numerous radiographs reproduced, 
there are excellent photographs to illustrate positioning, 
numerous photographs of anatomical specimens, and a 
large number of line drawings. 

There are small sections on miniature radiography, cine- 
radiography and macroradiography. 

There is a supplement on contrast media, the value of 
which is somewhat lessened for the American reader by the 
use of unfamiliar British trade names. 

An excellent section deals with radiation exposure to the 
patient, and this supplement should be carefully studied by 
every nonradiologist who uses x-ray equipment. There is 
an adequate index. —Lowe.t S. Gorn, M.D. 


Every Other Bed. By Mike Gorman. Pp. 328. Price, $4.00. The 
World Publishing Co., Clevelund, 1957. 


Mr. GorMAN warns the reader that there is “an angry note 
of impatience” in this book “long accumulated and difficult 
to restrain.” That is quite true, because Gorman takes 
everyone and every organization to task that he believes 
has impeded progress in mental health, whether it be scien- 
tific or financial. 

This is indeed a crusading book, and although Gorman 
admittedly is promoting the work of the National Mental 
Health Committee, for which he is executive director, he 
has written with conviction and sincerity which go beyond 
the desire to promote an “organization.” In fact, in the 
concluding chapter, Gorman emphasizes that if necessary, 
a new national organization should be created to speak 
powerfully for those who are unable to speak for them- 
selves, 

It is highly unlikely that anyone could argue with Gor- 
man’s position that mental patients have generally been 
neglected. However, I would expect professional disagree- 
ments on certain points. He assails the AMA for inaction 
inspired by a “negative attitude” toward the mental health 
problem. He holds the “high priests of organized medicine” 
responsible for shortages of psychiatric personnel. 
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Gorman criticizes Congress and the state governments 
for sadly deficient appropriations—many of the nation’s 
doctors for “dragging professional feet” on new research 
developments—and state mental health systems for cus- 
todial care as opposed to application of scientific advances. 
He dramatically points to the vast savings in human suffer- 
ing and money which could be effected if more funds were 
given to research and application of what already has been 
learned. He explains that dichotomies within the field of 
psychiatry also have been detrimental to research progress. 
Another major obstacle in the path of multidisciplinary 
research, he avers, is psychiatry’s isolation from the main- 
stream of medicine. 

A considerable portion of this book provides a good 
summary of the progress which has been made against the 
mental illnesses. Gorman outlines legislative progress, as 
well, describing the support which modern mental health 
programs recently have received from state governors. 

The author’s prose is dynamic and colorful, and much 
of the book seems to be well documented. I believe the 
book is valuable reading for doctors and laymen alike, 
despite the fact that certain points would be in dispute. 

—Lois LaMME 


Breast Cancer and Its Diagnosis and Treatment. By Edward F. 
Lewison, M.D. Pp. 478. Price, $15.00. The Williams e Wilkins 
Co., Baltimore, 1955. 


Tuts BOOK undertakes to assemble the known facts in 
regard to breast cancer. It is the first American text to give 
a comprehensive review of this subject in the last 25 years. 
The book is well illustrated, with many illustrations in 
color, and is printed on very good paper. 

Dr. Lewison was assisted by nine eminent contributors 
in preparation of the text. Twenty chapters, each illus- 
trated and followed by complete bibliographies, cover every 
aspect of the subject, including history, anatomy, physi- 
ology, pathology, diagnosis, biopsy, surgical treatment, 
postoperative care, prognosis, radiotherapy, hormonal 
relations, statistics and many others. 

The author has done a magnificent job of reviewing 
the great mass of available information concerning breast 
cancer, combining this with practical experience and 
making it available in a concise, well-written volume for 
physicians interested in the total care of this disease. 

Every practicing physician will benefit from reading and 
referring to this excellent text on cancer. 

—U. R. Bryner, 


Atlas of Tumors of the Nervous System. By H. M. Zimmerman, 
M.D., Martin G. Netsky, M.D. and Leo M. Davidoff, M.D. 
Pp. 191. Price, $25.00. Lea ¢& Febiger, Philadelphia, 1956. 


Tuis Is an outstanding contribution in the field of tumors 
of the nervous system. The atlas is exceptionally well illus- 
trated with both gross and microscopic sections of the 
neoplasms that involve the central, peripheral and sympa- 
thetic nervous systems. 

The textual material in the atlas consists of a moder- 
ately short clinical resume and concise descriptions of the 
macroscopic and microscopic appearances of the various 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will I be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


elit 
Res 


types of tumors. The pathologic descriptions have been 
well documented by excellent gross and microscopic pho- 
tography. The legends for each photograph properly bring 
out the salient features of the photograph. This book 
has a good perspective. Tumor types of greatest frequency 
received their full due. Tumors which are relatively un- 
common, such as those of the paraganglionic cells, are 
treated adequately and kept within this perspective. 

The bibliography, while not extensive, is quite adequate. 
Appendices to the atlas include tables of incidence of brain 
tumor types, a table of special staining techniques and a 
listing of synonyms for the various types of brain tumors. 

This book will undoubtedly serve a very important func- 
tion as a text and as a reference book for anyone studying 
the nervous system and for anyone interested in oncology. 

—FRANCIS FORSTER, M.D. 


Coronary Heart Disease. Angina Pectoris; Myocardial Infarction. By 
Milton Plotz, M.D. Pp. 353. Price, $12.00. Harper ¢ Brothers, 
New York, 1957. 


Since coroNaRY heart disease is ubiquitous in Americans, 
it is entirely fitting that a book should be written on this 
subject. Dr. Plotz has written a very complete treatise. 
There are 21 chapters, each with an excellent bibliography. 
I believe Dr. Plotz has been successful in attempting to 
summarize the present status of coronary heart disease by 
writing a carefully organized and easily comprehended 
book, using numerous illustrations and tables. 

Although coronary heart disease is extremely common, 
the symptoms are frequently overlooked or misinterpreted. 
Accordingly, I believe this book should be read by medical 
students, general practitioners, internists and cardiologists. 

—J. Witus Hurst, m.p. 


ALSO RECEIVED 


AtrHoucH GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


Administrative Medicine. Transactions of the Fourth Conference, 
Oct. 31, Nov. 1 and 2, 1955. Pp. 251. Price, $4.25. The Josiah 
Macy, Jr. Foundation, New York. 


The Medical Clinics of North America. Symposium from Philadelphia. 
Diseases of the Eye, Ear, Nose and Throat for the General Practitioner. 
Pp. 303. Price, Clothbound, $3.00; Paperbound, $2.50. W. B. 
Saunders Co., Philadelphia, 1956. 


New and Nonofficial Remedies, 1957. Evaluated by the AMA Council 
on Pharmacy and Chemistry. Pp. 582. Price, $3.35. J. B. Lippin- 
cott Co., Philadelphia, 1957. 


Psychiatric Education and Progress. By John C. Whitehorn, M.D., 
Pp. 48. Price, $1.75. Charles C Thomas, Springfield, Ill., 1957. 


The Sexual Criminal. A Psychoanalytical Study. By J. Paul de River, 


M.D. Pp. 375. Price, $6.50. Charles C Thomas, Springfield, 
Ill., 1956. 
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Basic Foundations of Isotope Technique for Technicians. Edited by 
Willard C. Smullen, M.D. Pp. 163. Price, $4.75. Charles C 
Thomas, Spring field, Ill., 1957. 


British Medical Bulletin. Physiology and Pathology of the Kidney, 
Vol. 13, No. 1, January, 1957. Pp. 74. Price, $3.25. Medical 
Department, the British Council, London, 1957. 


Dorland’s Illustrated Medical Dictionary, 23rd ed. Edited by Leslie 
Brainerd Arey, Ph.D., et al. Pp. 1,598. Price, $12.50. W. B. 
Saunders Co., Philadelphia, 1957. 


Love and Fulfilment in Woman. By Noel Lamare. Pp. 179. Price, 
$3.50. The Macmillan Co., New York, 1957. 


Mental Illness. A Guide for the Family. By Edith M. Stern. Pp. 95. 
Price, $2.75. Harper & Brothers, New York, 1957. 


Muscle Relaxants in Anesthesiology. By Francis F. Foldes, M.D. 
Pp. 210. Price, $5.50. Charles C Thomas, Springfield, IIl., 
1957. 


Pediatric Dentistry. By Michael Cohen. Pp. 607. Price, $14.75. The 
C. V. Mosby Co., St. Louis, Mo., 1957. 


Principles and Technics of Rehabilitation Nursing. By Florence Jones 
Terry, R.N., Gladys S. Benz, R.N., Dorothy Mereness, R.N., 
Frank R. Kleffner, Ph.D. and Deborah MacLurg Jensen, R.N. 
Pp. 345. Price, $5.50. The C. V. Mosby Co., St. Louis, Mo., 1957. 


Teenagers and Alcohol. A Handbook for the Educator. By Raymond 
G. McCarthy. Pp. 188. Price, $4.00. Publications Division: Yale 
Center of Alcohol Studies, New Haven, Conn., 1956. 


Wire Brush Surgery. By James W. Burks, Jr., M.D. Pp. 154. Price, 
$6.75. Charles C Thomas, Springfield, Ill., 1956. 


Women Doctors of the World. By Esther Pohl Lovejoy, M.D. Pp. 413. 
Price, $5.95. The Macmillan Co., New York, 1957. 
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Vstanas for—greater antibiotic 


blood levels - faster broad-spectrum 


is a new and superior form of 
the widely prescribed broad- 
for its effectiveness in the 
different infections. New 
are rapid-acting, offer 
twice the absorption in 


oral broad-spectrum 


ACHROMYCIN V is now available in- CAPSULES. (Pink) 250 mg., 100 mg. 
(tetracycline HCI equivalents, phosphate buffered.) Bottles of 16 and 100 Capsules. SYRUP. 
Each teaspoonful (5 cc.) of orange-flavored syrup contains 125 mg. of tetracycline HCI activity, 


phosphate-buffered. 
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“Carbinoxamine maleate 


produced the fewest complaints 


of drowsiness, as well as the 


lowest incidence of all 
side effects...” 


“Undesirable side effects... 


were infrequent and usually 


mild in nature.”* 


NOTABLE QUOTES 
about CLISTIN in Allergy 


“...compares favorably with 
the most effective 
antihistaminic agents now 
available . . . produces 


less sedation than 


most...” 


“87 per cent reported some relief 


of their symptoms...” 


“Clistin Maleate is a potent 
antihistaminic drug with only 


weak sedative properties ...”* 


Carbinoxamine Maleate 


Dosage forms: 
Tablets Clistin, 4 mg. 


Elixir Clistin, 4 mg. per 5 cc. 


Philadelphia 32, Pa. Ann. Allergy 13:307 (May-June) 1955. 


J. Allergy 27:57 (Jan.) 1956. 


“Clistin has proved to be useful 


in the relief of symptoms caused by 


perennial allergic rhinopathy and 


in acute and chronic urticaria 


and pruritus.”* 


| Mc NE IL} Tablets Clistin R-A (Repeat Action Tablets Clistin, 8 mg.) 


LABORATORIES, INC. 1. MacLaren, W. R., Bruff, W. C., Eisenberg, B. C., Weiner, H., and Martin, W. H.: 


2. Beale, H. D., Rawling, F. F. A., and Figley, K. D.: J. Allergy 25:521 (Nov.) 1954. 
3. Johnson, H. J., Jr.: Am. Pract. & Digest. Treat. 5:862 (Nov.) 1954. 
4. Garat, B. R., Landa, C. R., Rossi Richeri, O. F., and Tracchia, R. O.: 
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AN ACADEMY OFFICER'S PROFILE... 


A Fitting Family Background in Finance 


Havinc from a long 
line of bankers, intricacies of 
finance are nothing new to 
Dr. Albert E. Ritt, St. Paul, 
Minn., the Academy’s new 
treasurer. 

Although he bolted tra- 
dition and took up medi- 
cine, he nevertheless is pres- 
ident of a 28 million dollar 
bank, is vice president in 
two other banks, a partner 
in an insurance company 
and is associated in a plastic 
laminating company. 

One of the early-day men 
in promoting the Academy, 
Dr. Ritt started making his mark in organized medicine 
in the spring of 1946 when Minnesota joined the fight 
to perpetuate the general practitioner. Through his 
efforts a meeting for Ramsey County doctors was ar- 
ranged that fall. He became the first president of the 
Ramsey County Chapter of General Practitioners. 

In this position he aided the statewide organization 
from which evolved the American Academy of Physi- 
cians and Surgeons (later to become the Minnesota 
Chapter of the American Academy of General Prac- 
tice). He was secretary for five years and then became 
its president in 1951. Dr. Ritt has been on the Minne- 
sota Academy’s Board of Directors since its beginning. 
He also organized the chapter’s first scientific assem- 
bly and dinner. 

A man of diversified talents, Dr. Ritt wrote ‘The 
Newscaster,” the chapter publication, during the early 
years. When it became “Medical Diggings,” he contin- 
ued as editor, a position which he still holds. 

Dr. Ritt’s work in the American Academy of Gen- 
eral Practice stems from its earliest days. He was a 
member of the first Congress of Delegates and served 
again as a delegate in 1952. He has done yeoman serv- 
ice on AAGP nominating committees, on reference 
committees, specifically on those dealing with the Con- 
stitution and By-Laws and the reports of officers and 
commissions. He was also a member of the AAGP’s 
Commission on Membership and Credentials for three 
years. 

A member of the Finance Committee under the 


Albert E. Ritt, M.D. 
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chairmanships of Dr. Holland Jackson, Dr. (_ R. 
Bryner and Dr. Charles E. Martin, Dr. Ritt was e!: ted 
treasurer at the close of the Ninth Annual Scie tific 
Assembly this year in St. Louis. 

For nearly ten years, Dr. Ritt has been a mem! «r of 

the Minnesota State Medical Association’s hot :e of 
delegates. In the local society he has served five \ears 
on the executive committee, has been vice presi:lent, 
and last year was its president. Recently, he was ap- 
pointed legislative “key man” in Minnesota by the 
AMA. 
On the state level, Dr. Ritt has been chairman of 
nearly all of the reference committees, chairman of the 
Nominating Committee, chairman of the Malpractice 
Insurance Committee and for nearly ten years a Legis- 
lative and Public Policy Committee member. 

Dr. Ritt was born April 18, 1908 in Gladstone, N. D. 
His parents pioneered the “Go West” movement, 
finally settling in Havre, Mont. At the time of his 
death, Dr. Ritt’s father had developed a small banking 
empire, although the crash of ’29 had left its mark on 
the Ritts. 

Dr. Ritt was graduated from the University of Minne- 
sota Medical School in 1932. Following a year’s rotat- 
ing internship in St. Mary’s Catholic Hospital in 
Minneapolis, he established himself in practice. 

Dr. and Mrs. Ritt (the former Ange Herman) were 
married in 1936. They met while she was a student 
nurse and he was taking his internship. They have 
three children: Sandra Jean, 19; John Albert, 15; and 
Marsha Lynn, 13. The family circle includes a year-old 
German shepherd, Lux (pronounced “Lukes”). 

In 1951 he organized the first General Practice Sec- 
tion in a Twin City hospital and since that time has 
served as its chairman. 

Aside from private practice, he serves as medical 
director to a large advertising firm in the Twin Cities. 
He is a member of the Minnesota Academy of Occupa- 
tional Medicine and Surgery. At one time he thought 
of going into a surgical specialty. 

From his industrial connections he has fostered a 
special liking for hand surgery. 

He has two regular hospital staff appointments and 
courtesy ones at all other St. Paul hospitals. 

Dr. Ritt’s extracurricular activities include mem- 
bership in the Chamber of Commerce and Midway 
Civic Club and having served on the Board of the 
Medical School Alumni. 

Hobbywise, Dr. Ritt claims four: photography, 
boating (they have a 35-foot cruiser, The Seafari, 
docked on the St. Croix), carpentry and house design. 

The family’s favorite recreational areas are the 
Colorado Rockies and Lake Superior’s North Shore 


areas—when they are not on The Seafari. 
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More Psychiatric Problems To Be Handled by General Practitioners 


American Psychiatric Association Promotes 
Family Doctor's Role in Mental Iliness 


THE POTENTIAL of the family doctor’s role in dealing 
with the growing problem of mental illness has been 
recognized by American Psychiatric Association to 
such an extent that a project has been set up to explore 
methods whereby more general practitioners will be- 
come increasingly interested in handling psychiatric 
problems of their patients. 

The second part of the project will be to study ways 
by which a greater understanding of psychiatry can be 
conveyed to physicians in general practice. 

The American Academy of General Practice will ac- 
tively cooperate in promoting this project and in spon- 
soring tools, such as postgraduate seminars, whereby 
all general practitioners can be armed with appropriate 
basic knowledge of psychiatric skills and practices. 

Serving in an advisory capacity to this project will 
be a liaison committee, composed of members of the 
Academy and American Psychiatric Association. The 
Academy members, named last fall by the AAGP 
Board of Directors, are Dr. Andrew S. Tomb, Victoria, 
Tex., Dr. E. I. Baumgartner, Oakland, Md., Dr. Law- 
rence E. Drewrey, Camden, Ark., Dr. I. Phillips Froh- 
man, Washington, D.C. and Dr. Richard H. Gwartney, 
San Bernardino, Calif. Dr. M. C. Wiginton, Hammond, 
La., is also a member. 

Dr. Tomb serves as chairman of the AAGP group 
and Dr. Robert A. Matthews is chairman of the APA 
division of the committee. The project will be adminis- 
tered at the APA central office in Washington, D. C. 
under Dr. Daniel Blain, its medical director. 

Dr. Charles E. Goshen will be the project director 
and Dr. Warren C. Johnson, assistant to Dr. Blain, 
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will also contribute to the work. Other APA members 
on the liaison committee are Drs. Merritt W. Foster, 
Jr., Richmond, Va.; Dr. Morris Herman, New York 
City; Dr. Frank H. Luton, Nashville, Tenn. and Dr. 
Phineas J. Sparer, Memphis, Tenn. 

The committee has already proposed that postgrad- 
uate courses, standards for training, training films, 
course materials and a broad promotional effort be de- 
veloped to stimulate the general practitioner’s interest 
in psychiatry and community action in mental illness. 

American Psychiatric Association realizes that men- 
tal health is just one more field in which the general 
practitioner can play an important role. He meets a 
high proportion of mental illness in its early stages and 
is or can become easily qual- 
ified to take care of most of 
these cases. 

At the time of this writ- 
ing, the liaison committee 
is holding its first full scale 
meeting in New York. A 
subcommittee, with Dr. 
Frohman as Academy rep- 
resentative, has been asked 
to draft a handbook on psy- 
chiatric care in general 
practice. Development of 
refresher courses and other 
specific projects were dis- 
cussed with more definitive 
action to be taken at a sec- 
ond meeting in early fall. 


Andrew S. Tomb, M.D. 
Serving as AAGP chairman 
on liaison committee. 
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Current Practices in Dietary Management of 


Infant Allergies 


Infants are not born hypersensitive but may develop 
hypersensitivity to foodstuffs shortly after birth. 
The earliest sensitizations are likely to be to milk, 
wheat, eggs and orange juice, with which contact is 
established early in life. Heredity is usually a domi- 
nant factor in the tendency of infants to develop 
allergy. Infants with a family history of both pater- 
nal and maternal allergy tend to develop clinical 
symptoms earlier than those with unilateral inherit- 
ance. Both the allergen and the symptom in the 


FOR ALLERGIC INFANTS 


24-hour formulas made with 
hypoallergenic milk and KARO Syrup 


WHOLE GOAT’S MILK See 


Each 
Age Fluid Milk Water KARO Feeding tedinas Total 


Months Fluid Oz. Oz. Thsp. Oz. in 24 Hrs. ow 

Birth 10 10 2 ; 4 300 
1 12 13 2¥2 +4 480 

2 15 13 3 320 

3 17 9 3 5 ; 310 

4 20 ll 342 

5 23 11 4 642 H 380 

6 26 10 4 

10 32 9 2 8 5 760 


EVAPORATED GOAT’S MILK FORMULAS 


Each No. of 
Evap. 
Age Weight Goat’s Milk Water KARO Feeding Feedings Total 
Months Lbs. Oz. Oz. T 


‘bsp. Oz. in 24 Hrs. Calories 
Birth 7 6 12 1 3 4 4 
1 8 8 16 2 
10 9 14 3 4Y2 4 
3 12 10 15 342 5 ; 4 
4 14 12 18 6 
5 16 12 21 642 
6 17 13 22 4 7 
t 
10 21 16 16 1 8 a 730 
LIQUID SOY MILK — 
Evap. 
KARO Feeding Feeding 
Fluid 02. = Thsp. in 24 
Birth 6 12 2 3 4 4 
1 8 16 3 
2 9 14 3 5 
3 10 15 5 
4 12 18 4 H La 
5 12 21 4 6Y2 : 4 
3°) 
1 
15 20 2 7 
10 16 16 1 8 
DRIED SOY MILK dasa 
Water KARO Feeding dis Total 
meaths milk ee. Tbsp. 4 Hrs. 
Birth 6 20 2 > 7 aa 
1 8 22 2 4 : — 
2 9 24 2¥2 
3 10 29 3 6 ; po 
33 5 5 730 
7 14 33 2¥2 7 
8 15 33 2 7 ; i 
10 15 33 2 8 


infant may be different from those of the father or 
mother. 


Allergic disorders of infants include gastrointestinal 
disturbances, infantile eczema, urticaria and asthma. 
Gastrointestinal allergy may be manifested by 
vomiting, colicky abdominal pain and diarrhea. 
Allergic dermatitis may be evidenced by wheal-like 
cutaneous reactions which may develop into exuda- 
tive lesions over the scalp, face and body. A systemic 
food hypersensitivity may produce an asthmatic 
response manifested by dyspnea and wheezing, 
although infection is usually associated with this 
type of response. 


Common treatments include avoidance of the 
allergen, desensitization, antihistaminics and, in the 
presence of infection, antibiotics. Infants sensitive 
to the proteins of cow’s milk whey may be fed 
human, goat or mare’s milk reinforced with KARO® 
Syrup. Casein-sensitive infants may be offered soy- 


bean milk or amino acid mixtures reinforced with 
KARO Syrup. 


The same problems of infant feeding recur from 
generation to generation, but solutions may differ 
with each era. The carbohydrate requirement for 
all infants is as completely fulfilled by KARO Syrup 
today as a generation ago. Whatever the type of 
milk adapted to the individual infant, KARO Syrup 
may be added confidently because it is a balanced 
mixture of low molecular weight sugars, readily 
miscible, well tolerated, palliative, hypo-allergenic, 
resistant to fermentation in the intestine, easily 
digestible, readily absorbed and _non-laxative. 
KARO is readily available in all food stores. 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Economy vs. Patronage 


REPEATED in 1957 was the spectacle of a federal agency 
attempting to close down two hospitals and Congress 
insisting they be kept open—even though economy 
was being stressed and operation of the two surplus 
hospitals costs $1 million a year. 

Each year the Army tries to get rid of Murphy Gen- 
eral and Army and Navy Hospitals, respectively 
situated at Waltham, Mass., and Hot Springs, Ark. 
Their patient loads are too low to justify operation and 
other Army and Navy hospitals are nearby. But be- 
cause some Congressional members want these facili- 
ties maintained, chiefly for patronage purposes, the 
Army’s goal remains unattained. 

This year’s appeal by Maj. Gen. Silas B. Hays, Army 
Surgeon General, was almost desperate. He told the 
House Appropriations Committee: (1) Murphy and 
Army-Navy are not needed; (2) keeping them in 
operation is a needless waste of funds; (3) staffing 
these two hospitals is accomplished at expense of other 
hospitals which could use to better advantage the 
medical specialists assigned to Murphy and Army- 
Navy. 

One member of the House Appropriations Commit- 
tee courageously wrote a minority opinion into the re- 
port which accompanied the military appropriations 
bill. Rep. Gerald R. Ford, Jr. (R-Mich.) reviewed and 
indorsed all of the arguments for decommissioning the 
hospitals. 

But at this writing, it appeared that Army would 
have to keep the two hospitals open for at least another 
year. 

Although the House Appropriations Committee was 
impervious to Army’s money-saving appeal, involving 
the Massachusetts and Arkansas hospitals, it blithely 
suggested that great economies could be effected if 
freedom of choice were limited among military de- 
pendents eligible for medical care benefits. 

The committee’s recommendation, compliance with 
which would embroil the armed forces in bitter con- 
troversy with organized medicine, is that dependents 
receive medical services from military sources exclu- 
sively unless “a positive determination” is made that 
military facilities in the area are inadequate to minister 
to dependents. 

“The suggested amendment (of Medicare policy) 
should result in substantial savings to the govern- 
ment,” said the committee’s report. “First, it will 
assist in utilizing military medical facilities at the 
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optimum efficient level ;and, 
second, it will continue to 
provide the needed medical 
care at lesser cost. Reports 
received by the committee 
indicate that disruption of 
medical services available to 
civilians has occurred in 
some communities since in- 
ception of this program.” 

Perusal of the appropria- 
tions hearings’ transcript, 
which was made public re- 
cently, discloses that Rep. 
Daniel J. Flood (D-Pa.) was the most articulate critic 
of freedom of choice. 

A few of his remarks, made in course of question- 
ing the director of the Medicare program, Maj. Gen. 
Paul I. Robinson, are given below: 

“I was astounded yesterday to find out that, in your 
judgment (Gen. Robinson’s), the law provides—and 
you point to the Act as your authority—that regard- 
less of where they are located, dependents otherwise 
qualified for service under the Act may go to a civilian 
hospital, regardless of whether there is an Army hospi- 
tal across the street.” 

**. . . from what I have heard in the last day or so, 
there is no doubt in the world to me that you have got 
a bear by the tail, mon General, and you are on the 
ground floor and so are we. If I ever saw a potential 
Frankenstein looming up on the horizon, this can be 
it.” 


Maj. Gen. Silas B. Hays 
—a desperate appeal. 


Would Abolish Freedom of Choice 


When the dependents’ medical care bill (Medicare) 
was under consideration in Congress last year, the 
Surgeons General of Army, Navy and Air Force suc- 
ceeded in having an amendment adopted which gives 
the Secretary of Defense authority to limit care to that 
given in military installations in such geographical 
areas as he may deem proper. 

This clause, though strongly opposed by organized 
medicine, was kept in the bill as enacted into law. 
However, its language has not been invoked once since 
the program’s inception last December. Unrestricted 
freedom of choice of both medical and hospital services 
has been followed to date. 

The Appropriations Committee’s ‘recommenda- 
tion” that freedom of choice be abolished, in effect, is 
not binding upon the Department of Defense. Since 
the powerful committee, however, has practically 
everything to say about operating funds, it is likely 
that the Pentagon will go to pains to demonstrate why 
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compliance would stir up a hornet’s nest and still fail 
to result in a money saving. 


Labor Money Behind Plans 


The AFL-CIO, national headquarters of organized 
labor, has decided to put money as well as moral sup- 
port behind the consumer-controlled medical care 
plans which it alleges are under harassment. 

On May 23 the federation’s executive council an- 
nounced it has made an undisclosed sum of money 
available to the Association of Labor Health Admin- 
istrators. The funds will be used for public education 
purposes and, where necessary, to help finance legal 
counsel for the “defense of the victims of any efforts 
on the part of medical power groups to destroy pro- 
grams which endeavor to improve the quality and 
scope of prepaid health services available to working 
people and their families.” 

Medical and lay administrators of clinics providing 
direct services to union members comprise the mem- 
bership of ALHA. They include the directors of large 
health programs, initiated by collective bargaining, 


serving International Ladies’ Garment Workers Union, 
Amalgamated Clothing Workers, United Auto Work- 
ers, Central Labor Union of Philadelphia and other 
unions. 

“We are deeply concerned by an apparent con- 
certed renewal of attacks upon such programs by mo- 
nopolistic elements of organized medicine, as evi- 
denced by recent actions taken by state and local 
medical societies in Pennsylvania, Illinois, Colorado 
and elsewhere, in clear defiance of principles of law 
and ethics established by numerous court decisions,” 
the AFL-CIO executive council statement declared. 
**Today’s action by the executive council is one prac- 
tical expression of that concern, and of our interest, 
as the representatives of millions of consumers of med- 
ical services, in the development of better methods of 
providing those services. 

“Organizations and groups sharing this constructive 
aim may rely upon the active support of the AFL- 
clo.” 


Also see the AMA Washington Report, opposite page 
188. 


Topics for Six Talks and Panel Set 
For AAGP’s Antibiotics Symposium 


TrrLes OF PAPERS to be presented at the Academy’s First 
International Antibiotics Symposium scheduled for 
September 21 in Kansas City were selected at a special 
session of the AAGP’s Committee on Scientific Assem- 
bly during the AMA meeting in New York. 

All of the topics were selected for their practical 
everyday application, many serving asa refresher for the 
general practitioner while others will acquaint him with 
the newest antibiotics and a guide for their use. 

The topics for the day-long program, in order of 
their presentation, will be: 


“Evaluation of Susceptibility Testing in Antibiotic 
Therapy” 


“Respiratory Tract Infections—Complications and 
Present Therapy” 


“Lesions Characteristic of Bacterial Infection as an Aid 
to Diagnosis” 
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Urinary Tract Infections” 
**Fever of Undetermined Origin” 
**Toxic Reactions to Antibiotic Therapy” 


The program will close with a panel entitled “Present 
Status of Antibacterial Therapy” with all or most of the 
speakers participating. The panel, a go-minute feature, 
will provide discussions on other therapies such as 
sulfas in addition to the latest data on penicillin and 
the other antibiotics. 

The morning program will consist of the first four 
subjects—each of 30 minute duration. Immediately fol- 
lowing lunch the program will get under way again 
with a talk on ‘Fever of Undetermined Origin.” 

The symposium is one of four meetings which will 
be held that September weekend. The Academy’s Board 
of Directors will be in session September 19 and 20; the 
Annual State Officers’ Conference will be held on 
Sunday, September 22. On Saturday the State Editors’ 
Conference will be held concurrently with the sym- 
posium. 
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“Medical Philosophy in Economics,” 
Topic of Dr. R. B. Robins’ Speech 


MEDICINE TODAY is beset by countless problems and 
differences of opinion—some of them arising from 
scientific progress and professional relations, others 
from the mounting public interest in the socio- 
economic aspects of medical care, said Dr. R. B. 
Robins, Camden, Ark., at a recent meeting of the 
North Carolina chapter in Greensboro. 

Dr. Robins, a delegate to the AMA and a past presi- 
dent of the American Academy of General Practice, 
pointed out that medicine is caught up in the stream 
of changing times and new ideas—just as much as 
government, business, industry, labor, education, and 
agriculture. 

The only solution, as Dr. Robins sees it, is to look 
and work for the best that can be salvaged out of the 
clash between the old and the new. This calls for pro- 
tecting and maintaining those basic values which have 
proved to be of true and lasting benefit in human life 
and at the same time be progressive, with respect to 
the practical methods of getting things done in mid- 
Twentieth-Century America. 

“In medicine this means that we must strive to pre- 
serve the ethics, traditions and physician-patient re- 
lationships which we know are essential to medical 
progress and the public welfare,” said Dr. Robins. 

“It also means that we should give active support 
to sound private or public programs which will in- 
crease the availability of medical facilities and services, 
but which will not impose any kind of third-party con- 
trol over the practice of medicine. And it also means 
that we reserve the right to fight vigorously against 
any proposal which would extend third-party control 
over physicians, patients and medical services— 
whether by government, insurance companies, labor 
unions, industry or other sources.” 

In short, he believes the task is to maintain the 
vitality and freedom of American medicine, while at 
the same time recognizing the realities of modern 
medical economics. 

In examining the old and lasting values, Dr. Robins 
touched on the necessity of the warm human relation- 
ship between the doctor and his patient and warned 
that this relationship must be protected against any 
and all influences that might interfere with it or 
destroy it. 

Another facet to be protected is the fact that medi- 
cine is a service profession, guided by a time-tested 
code of ethics. He attributed the public esteem with 
which medicine is held to the physician’s devotion to 
ethical standards. 

“If we sacrifice those standards to economic con- 
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siderations, either personal 
or general, we shall become 
mere technicians and mon- 
eymakers in the eyes of the 
public,” he warned. 

“Financial reward, price 
tags and mass production 
methods must never be al- 
lowed to replace service, 
quality and individuality as 
the predominant considera- 
tions in medical care,” the 
former AAGP president 
said. 

Dr. Robins added the 
principle of freedom of 
choice as still another im- 
portant value to be safe- 
guarded. This embodies the 
patient’s right to employ the physician he wants and 
to discharge a physician with whom he is not satisfied. 
And physicians, except in emergencies, must have the 
right to accept or reject patients. 

Freedom of choice must be accompanied by free- 
dom of action,” he warned. “The physician must be 
free to employ his knowledge, skill, experience and 
judgment in the best interest of each patient.” 

Commenting on the fundamental values—the per- 
sonal relationship between physician and patient, 
medicine’s devotion to ethical principles, freedom of 
choice and freedom of action—Dr. Robins said: “It 
seems obvious to me that such values can be main- 
tained effectively only under a voluntary, free enter- 
prise system of medicine—not through government 
programs, social planning or Utopian ventures in the 
direction of the welfare state.” 

The profession cannot be blind to reality though, 
Dr. Robins reasoned. There are medical economic 
problems which demand solution. If medicine’s ap- 
proach to them is negative, apathetic or passive, social 
planners and vote-conscious politicians will slyly lead 
the people to support government action. 

He pointed out that the American people today are 
better informed on the advances of medical science 
and are extremely interested in the socio-economic 
legislative aspects of medical care. They want good, 
modern medical service, at a reasonable cost, and 
through financial mechanisms which will protect them 
against severe drains on their incomes. 

“The main avenue of approach, as I see it,” said 
Dr. Robins, “is to give vigorous support to the fur- 
ther growth and improvement of voluntary health 
insurance.” 

During the past 25 years, and especially the past 


R. B. Robins, M.D. 
—adaptability necessary in 
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ten years, the growth of voluntary health insurance 
plans has been remarkable, he noted. But despite this 
record much must be done to fill in the gaps and 
achieve maximum quality and quantity of coverage. 

He reminded the profession that many are still try- 
ing to exploit any real or alleged weaknesses in volun- 
tary health insurance. There is no time to waste. The 
profession has to prove conclusively that free-enter- 
prise medicine offers the best answers to American 
medical problems. 

Dr. Robins felt that more work should be done to 
extend basic hospital, surgical and medical coverage 
to low-income people, the rural population, individ- 
uals not eligible for group protection and retired per- 
sons in the over-65 age brackets. Protection against 
the serious, long-enduring illnesses that sometimes 
create financial catastrophe must be promoted as 
quickly as possible. 

He suggested that support should be given to new 
ideas—such as the proposal that people be given the 
chance to prepay, during their working years, for a 
paid-up annuity plan giving them health insurance 
coverage after they have retired. This problem of pro- 
viding protection for older people is of special im- 
portance. 

The profession must work closely with public of- 
ficials to develop efficient, humane programs of medi- 
cal care for the indigent, he reminded his audience. 

As for health costs, physicians must give the people 
a clear, factual picture, enabling them to see the great 
difference between the modest rise in physicians’ fees 


and the much sharper rise in hospital costs during the 
inflation that began in 1940. At the same time, Dr. 
Robins said physicians should help the hospitals ex- 
plain the very logical reasons for their big increase in 
operating expenses. In spite of the sharp rise in hos- 
pital room rates, medical care costs as a whole have 
increased considerably less than the general cost of 
living. 

“All of this,” he concluded, “is going to require a 
lot of imagination, vigor, flexibility, adaptability and 
medical unity. In formulating a medical philosophy 
in economics, I think we should bear in mind that 
there is no progress without risk. The whole story of 
medical progress has evolved from men who were not 
afraid to venture new theories, experiments and 
techniques.” 


Manner in Setting Surgical Fee 
Schedule Shows “Unionized” Trend 


SETTING SURGICAL FEE SCHEDULES in a manner similar to 
the way trade unions establish wage scales was the 
target of Dr. Loyal Davis in his recent presidential 
address to American Surgical Association in Chicago. 

Dr. Davis, also professor and chairman of the de- 
partment of surgery at Northwestern University Medi- 
cal School, pointed the finger of guilt at medical socie- 
ties, adding that they were abetted by insurance 
companies. 

Two current practices: of insurance companies— 


Hometown Honors President Phelps—Shortly following his installation as AAGP 
president, 300 fellow townsmen gathered at a dinner given by the El Reno (Oklahoma) 
Chamber of Commerce in honor of Dr. Malcom E. Phelps. Senator Jim Rinehart 
served as master of ceremonies. Guests included persons throughout Oklahoma. 

Photos courtesy of Et Reno (OKtA.) TRIBUNE. 
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Plaque for Favorite Son—A plaque signifying the high 
honors won by the honoree, which in turn reflect upon his 
city and state, is presented to Dr. Phelps (right) by 
Wayman Humphrey, president of the El Reno Chamber of 
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setting rigid fee schedules and sending reimbursement 
checks to the doctor instead of to the patient—are 
undermining the practice of surgery in this country, 
Dr. Davis charged. 

He maintains that if there is the proper relationship 
between the doctor and his patient, no one should 
have to guarantee payment for a surgeon’s services. 

“It leads to dishonesty in setting fees, to fee split- 
ting, to public bickering between the family doctor 
and surgeon over the percentage of the fee paid to 
each, to use of incompetent physicians as assistants, 
and to a practice, rapidly increasing, of having insur- 
ance companies set a schedule of fees which are to be 
followed as rigidly as one would pay a carpenter the 
union hourly scale,” Dr. Davis told the ASA. 


Nine Million Blue Cross Members Benefit 
In Record-Breaking Hospital Bill Payments 


THE LARGEST AMOUNT ever paid in a single year in the 
history of hospital prepayment—$1 billion—went to 
more than nine million Blue Cross members in 1956. 

The report just made by the Blue Cross Commission 
disclosed that these members received more than 53 
million “‘patient-days” of hospital care. 

Nearly 54 million persons, almost a third of the 
nation’s population, were Blue Cross members at the 
close of the year. 

With operating expenses the lowest since the pro- 
gram started, only six cents of each subscriber’s dollar 
was used to operate the 86 plans in the United States, 
Alaska, Puerto Rico and Canada. One cent out of each 
dollar was added to reserves, leaving 93 cents of each 


dollar to be returned in the form of hospital service 
benefits. 


General Practitioner Called Most 
Effective Agent in Tuberculosis Control 


“Just as the eradication of smallpox, diphtheria and 
whooping cough depends on the general practitioner, 
he can also be the most effective agent in tuberculosis 
control,” Dr. Sol Katz, an associate medical editor of 
GP, said at the joint annual meeting of the National 
Tuberculosis Association, American Trudeau Society 
and National Conference of Tuberculosis Workers 
May 5-10 in Kansas City, Mo. 

In his speech entitled, ‘The Importance of the 
General Practitioner in TB Control,” Dr. Katz said 
that case finding, the backbone of tuberculosis con- 
trol, is an area in which the general practitioner has a 
great responsibility. 
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Dr. Katz urged each fam- 
ily doctor to consider every 
patient who enters his of- 
fice a tuberculosis suspect 
whether or not the patient 
has symptoms of the dis- 
ease. He pointed out that 
early tuberculosis is not de- 
tected with the stethoscope 
but is discovered by chest 
x-rays. For this reason a 
chest x-ray is mandatory for 
every patient. 

Besides being the first to 
“spot” a tubercular patient, 
the general practitioner can 

Envisions general practi- 
aid greatly in urging the pa- 5s vole in tuberculosis 
tient toaccept hospital care. control. 

Dr. Katz explained that 

home-care requires conver- 

sion of the home into a sanitorium which is usually not 
feasible. 

*Antituberculosis therapy requires more than medi- 
cation,” said the Washington, D. C. physician. “It 
requires orientation and patient education. Treatment 
includes all aspects of supervision and guidance of the 
patient and his family from diagnosis to recovery and 
the return of the patient to the community. It means 
not only medical and surgical therapy but also super- 
vision by the public health nurse, assistance to the 
family by social workers, welfare agencies, occupational 
therapy, vocation guidance and selective job place- 
ment. Many of these phases of treatment are neglected 
by home care therapy.” 

He maintains that proper preparation of the patient 
by the general practitioner reduces the walk out rate 
from sanitoriums. 

**After completion of necessary active treatment why 
not continue the final phase of therapy, including long 
term drug therapy, at home under supervision of the 
family doctor?,” Dr. Katz asked. 

The enlarging role of the general practitioner in the 
tuberculosis problem points up his need for knowledge 
of tuberculosis in all its facets, Dr. Katz continued. 
He said most general practitioners are poorly equipped 
with this knowledge. He has had little instruction in 
tuberculosis as a student, little contact and experience 
with it as an intern and little interest in it as a prac- 
titioner. This formerly was a disease which was treated 
by specially skilled sanitorium staffs out in the coun- 
try. Now the general practitioner finds himself smack 
in the middle of this disease unequipped to cope with 
it. 

Dr. Katz placed much of the responsibility on the 


Sol Katz, M.D. 
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tuberculosis associations for getting the “know-how” 
to the general practitioner. 

The job can be done through medical literature, 
meetings, postgraduate courses, seminars, hospital and 
medical school conferences including ward rounds for 
general practitioners. He suggested that consultants 
traveling to different areas making teaching rounds 
with general practitioners with their own patients is 
the best way for these doctors to learn. 

He concluded that other methods for teaching tu- 
berculosis include movies, tape recordings, exhibits 
and even in-hospital training wherein the general prac- 
titioner enrolls for a concentrated supervised program 
of resident experience for a short period at teaching 
centers for pulmonary diseases. 


All States, Alaska, District of Columbia, 
Four Countries Represented at Assembly 


Au 48 strates, the District of Columbia, Alaska and 
four foreign countries were represented at the Acad- 
emy’s Ninth Annual Scientific Assembly in March at 
St. Louis, Mo. 

Of the 3,009 physician registration total, Missouri, 
as expected, led the states with 688 representatives. 
Nearby states—Illinois, Ohio and Indiana—accounted 
for 306, 253 and 191, respectively. Two other states— 
Michigan with 147 and Texas with 118—were over the 
100 mark. 

Alaska had one representative; two physicians from 
Puerto Rico attended, and Germany, Denmark and 
Austria, each tallied with one physician each. 

The registration breakdown by states (including 
total number of communities represented) and coun- 
tries is shown in the table above right. 


Medical Schools Will Have To Seek 
Federal Aid if Private Funds Lag 


Ir PRIVATE soURCES do not contribute more financial 
support, the nation’s 82 medical schools will have to 
seek federal aid if they are to remain solvent, accord- 
ing to the recently released report from the National 
Fund for Medical Education. 

NFME, formed in 1949, makes an annual drive to 
raise money from private sources, such as industry, 
to help maintain medical standards. In March of last 
year, The Ford Foundation appropriated $10 million 
for a five-to-ten-year program of matching grants to 
the fund. Since its founding the fund has raised $12 
iillion from industry, from foundations and other 
private sources. 
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Physician Community 
Registration Representation 

STATE Total Total 
Alabama 23 18 
Alaska 1 1 
Arizona 12 6 
Arkansas 42 25 
California 68 42 
Colorado 16 6 
Connecticut 17 13 
Delaware ll 5 
Dis. of Col. 9 1 
Florida 23 17 
Georgia 28 18 
Idaho 7 
Illinois 306 152 
Indiana 191 83 
Towa 80 57 
Kansas 53 25 
Kentucky 62 32 
Louisiana 34 21 
Maine 6 3 
Maryland 26 20 
Massachusetts 20 15 
Michigan 147 62 
Minnesota 69 38 
Mississippi 21 14 
Missouri 688 89 
Montana 7 4 
Nebraska 42 23 
Nevada 7 4 


Physician Community 
Registration Representation 

STATE Total Total 
New Hampshire 5 5 
New Jersey 39 26 
New Mexico 13 7 
New York 73 38 
No. Carolina 40 32 
No. Dakota 7 7 
Ohio 253 112 
Oklahoma 52 24 
Oregon 10 6 
Pennsylvania 75 52 
Rhode Island 4 3 
So. Carolina 7 6 
So. Dakota 11 11 
Tennessee 54 31 
Texas 118 54 
Utah 14 7 
Vermont 8 8 
Virginia 43 26 
Washington 18 10 
West Virginia 52 33 
Wisconsin 91 50 
Wyoming 1 1 
Puerto Rico 2 2 
Germany 1 1 
Denmark 1 1 
Austria 1 1 
Total 3,009 1,354 
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Medical schools’ operating costs are at their highest, 
the fund’s report noted, having risen from $27,000 in 
1941-42 to $120 million in 1956-57. Income from 
tuition, which has increased 84 per cent since 1940, 
totals $20 million annually. 

The schools cannot expect to gain more revenue 
from raising tuition because further increases might 
bar many qualified students from entering medical 
school. 

The chief reason for the present crisis is the host of 
new activities which have been thrust upon the schools 
as a result of the rapid advance of medical science 
since World War II. 

The report also noted that medical schools cannot 
train enough physicians to meet the needs of a grow- 
ing population. 

In the same vein, Dr. Edwin L. Crosby, executive 
director of American Hospital Association, warns that 
“it has been estimated that by 1960 we shall have a 
deficit of between 22,000 and 45,000 physicians.” 

To keep pace with medical progress and a growing 
population in the next two decades, he says the nation 
will require billions of dollars to construct 30 new 
medical schools and to expand and modernize hospital 
facilities. 

He pointed out in the May issue of Challenge maga- 
zine, publication of New York University’s Institute 
of Economic Affairs, that somehow we shall have to 
find one billion dollars to create these new medical 
schools and to modernize existing ones. 


Newest Film in Medicolegal Series 
On Prevention of Malpractice Suits 


PREVENTION of professional liability action is dealt 
with in the newest film of the “Medicine and the Law” 
series being presented by American Medical Associa- 
tion and American Bar Association. 

Titled “The Doctor Defendant,” the film is now 
available from the AMA Film Library for medical 
society showings. It was premiered at the AMA con- 
vention last month in New York City. 

“The Doctor Defendant” presents four case reports 
of situations which caused legal action against physi- 
cians. In reviewing these alleged malpractice cases, 
the 30-minute black and white sound film also demon- 
strates how a professional liability committee functions. 

This film is a companion to “The Medical Witness” 
in the series produced by The Wm. S. Merrell Com- 
pany, Cincinnati, Ohio. The latter was named by The 
New York Times as one of the best 16 mm. films pro- 
duced in 1956. 


For medicolegal seminars, both films can be booked. 
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Medical News in Small Doses: 


Acapemy Member Louis F. Rittelmeyer, Jr. has been 
named a civilian consultant to the Army. His appoint- 
ment by the Surgeon General of the Army was made for 
the purpose of inviting Dr. Rittelmeyer to inspect the 
general practice residency at the U.S. Army Hospital, 
Fort Knox, Ky. He was scheduled to make the inspec- 
tion last month. Dr. Rittelmeyer is associate professor 
and director of the Section on General Practice at the 
University of Mississippi Medical Center, Jackson, 
Miss. . . . A New York State mental hospital director 
predicts that the “open hospital” system used in Eng- 
land could bring about great changes in mental health 
attitudes in this country. Dr. Francis J. O’Neill based 
his remarks on observations made during a tour of 
England’s unlocked mental institutions early this year. 
He feels it is possible to operate some mental hospitals 
in this country as completely open institutions. . . . 
This year’s annual Lasker Journalism Awards went to 
Robert S. Bird, reporter of The New York Herald 
Tribune; Roland H. Berg of Look magazine and the 
Public Affairs Department of Columbia Broadcasting 
System. Basil O’Connor, president of National Founda- 
tion for Infantile Paralysis who was guest speaker at 
the presentation luncheon, advocated closer coopera- 
tion between scientists and science writers and stressed 
the need to meet “the vast upsurge of public interest 
in science.” . . . A room engineered to a low noise level 
has been built within Mount Sinai Hospital in New 
York City as part of a modern clinic for the hard-of- 
hearing. By using this especially built room for ex- 
amining the patient, physicians can determine whether 
the difficulty can be treated, and if surgery will be 
helpful. ... During the recent annual meeting of the 
State Medical Society of Wisconsin in Milwaukee, 
former AAGP President W. B. Hildebrand was 
elected speaker of its house of delegates. . . . The Ford 
Foundation committed $100 million for use in medical 
education during 1956. . . . Dr. J. V. Curran, Academy 
member from Everett, Wash., was voted ‘Man of the 
Year in Sports” in the annual Everett Daily Herald 
sponsored banquet. Dr. Curran’s devoted efforts to the 
betterment of his community, which included his 
services as YMCA swimming coach, gained for him 
this civic honor. . . . Dr. George Baehr, president and 
medical director of the controversial Health Insurance 
Plan of Greater New York, has announced he will retire 
from the position as soon as a successor is chosen. He 
will continue as an HIP consultant. HIP is now in its 
11th year. ... Milton Silverman of the San Francisco 
Chronicle was elected president of the National Associa- 
tion of Science Writers last month in New York. 
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News from the State Chapters 


AcaDEMY Boarp CHAIRMAN 
Fount Richardson was guest 
speaker at Kensas chapter’s 
annual dinner which was 
held the opening even- 
ing of its seventh annual 
scientific meeting May 5-6 
in Wichita. One hundred- 
five persons were at the din- 
ner; 70 doctors attended 
the scientific program. 

Dr. Conrad M. Barnes of 
Seneca, retiring president, 
presided during the business meeting which followed. 
Succeeding Dr. Barnes as president is Dr. Bruce P. 
Meeker of Wichita. Other new officers are Drs. Henry 
B. Sullivan of Shawnee, president-elect, Cloyce A. New- 
man of Topeka, vice president and J. Allen Howell of 
Wellington, secretary-treasurer. Dr. Clyde W. Miller 
of Wichita was re-elected a delegate and Dr. Lawrence 
Leigh of Overland Park was re-elected an alternate. 
(See cut.) 

Scientific speakers for the two-day meeting were Dr. 
Jesse D. Rising, Kansas City, Kan.; Dr. Charles A. 
Rymer, Denver, Colo. and Dr. Richardson. Fayette- 
ville, Ark. 

The trio of doctors participated in a roundtable dis- 
cussion moderated by Dr. Barnes. 

Special entertainment was planned for the ladies 

during the business meeting. 
PA total registration of 718 doctors and guests (a 
chapter record) met in Indianapolis April 16-18 for 
Indiana chapter’s ninth annual scientific meeting. A 
business session with election of officers officially 
opened the meeting. Dr. James L. Lamey of Anderson 
succeeded Dr. Norman R. Booher of Indianapolis as 
president; Dr. Floyd A. Boyer of Indianapolis is presi- 
dent-elect, Dr. Edward C. Voges of Terre Haute, vice 
president and Dr. Frances T. Brown of Indianapolis, 
treasurer. 


Fount Richardson, M.D. 


A dinner for state and district officers, past presi- 
dents, directors, delegates and committee chairmen 
followed the meetings. Among those present were Drs. 
Booher and Lamey, Past President Lester D. Bibler, 
Dr. Bernard E. Edwards, chapter director and AAGP 
delegate, and AMA field director, Mr. Thomas A. 
Hendricks. (See cut.) 

An examining clinic for all members, an innovation 
for this meeting, was conducted by Dr. O. T. Scama- 
horn and his Rural Health Committee. It has been 
voted to conduct the clinic again at next year’s meet- 
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GENERAL PRACTICE 


Sunflower Officers and Speakers—At the close of Kansas chapter’s 
May meeting, officers and two of the speakers grouped together for 
a general discussion. Left to right are Retiring President Conrad M. 
Barnes, Speaker Charles A. Rymer, Denver; Alternate Delegate 
Lawrence Leigh; New President Bruce P. Meeker, Vice President 
Cloyce A. Newman, Speaker Jesse D. Rising, Kansas City and 
Delegate Clyde W. Miller. 


Special Guest with Indiana Officers—AMA field director, Mr. 
Thomas A. Hendricks, special guest speaker at Indiana’s recent 
meeting discusses the proceedings with Indiana chapter officers. 
Seated left to right are Immediate Past President Norman R. Booher, 
Mr. Hendricks, New President James L. Lamey. Standing are 
Dr. Lester D. Bibler (left), a past president and Dr. Bernard E. Ed- 
wards, a chapter director and delegate. 
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ing. During the meeting it was decided to change the 
name of the ‘Rural Health Committee” to the ‘Health 
Committee.” 

Initial scientific speakers were Drs. Thomas A. 
Brady and Paul F. Benedict, both of Indianapolis. The 
‘Founders’ Lecture,” by Mr. Hendricks, was on 
“Changing Trends in Medicine.” 

Afternoon speakers were Drs. Howard B. Sprague, 
Harvard Medical School; Malcolm L. Barnes, Uni- 
versity of Louisville; George S. Allen, Louisville and 
W. M. Browning, Indianapolis. 

On the final day, talks were given by Drs. Donald J. 
White and C. Basil Bausset, both of Indianapolis; 
James G. Shanklin, University of Oregon; W. D. Snive- 
ly, Jr., vice president and medical director, Mead 
Johnson and Company, Evansville, Ind. and James H. 
Gosman, Indianapolis. 

Dr. Richard W. TeLinde, professor of gynecology, 
Johns Hopkins University and chief gynecologist, 
Johns. Hopkins Hospital, presented the “Past Presi- 
dents’ Lecture” the closing afternoon. 

During the annual banquet Retiring President 
Booher gave opening remarks which preceded the intro- 
duction of distinguished guests and officers. Dr. 
Booher presented the president’s gavel to Dr. Lamey 
and, in return, Dr. Lamey honored Dr. Booher with a 
presidential award (see cut). Dr. Winfred Overholser 
of Washington, D. C. gave a dinner talk on “The Place 
of Psychiatry in General Practice.” Special dinner 
music was provided by the “Southern Belles.” 

Mmes. Jerome E. Holman, Jr. and M. O. Scamahorn 
chairmaned the ladies’ program with a special luncheon 
which featured music, door prizes and a style show. 

Next year’s meeting is planned for April 16-17 in 
Indianapolis, with the house of delegates meeting on 
April 15. 
> Dr. Halvard Wanger succeeded Dr. Logan W. Hovis 
as president of the West Virginia chapter at its fifth 
annual scientific meeting in Charleston, May 4-5. Dr. 
Wanger, general chairman of the meeting, and the other 
new officers were elected at a luncheon business meet- 
ing. They are: Drs. Seigle W. Parks, president-elect; 
Myer Bogarad, vice president; James Keith Kickens, 
secretary and Don Shelly Benson, treasurer. 

The scientific program was divided into sections 
with pediatrics and medicine stressed on Saturday and 
obstetrics and gynecology and surgery on Sunday. 
Opening the scientific session was Dr. Stuart Stevenson 
of the University of Pittsburgh. Other speakers that 
day were Drs. James G. Hughes, University of Tennes- 
see; Dr. Ernest Yount, Bowman Gray School of Medi- 
cine, Wake Forest College; Dr. Walter S. Coe, Uni- 
versity of Louisville; Dr. Count D. Gibson, Medical 
College of Virginia; Dr. David K. Miller, University of 
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Pattern of Succession—Dr. Norman R. Booher (standing, left), re- 
tiring president of the Indiana chapter, hands over the president’s 
gavel to his successor, Dr. James L. Lamey, at the annual banquet 
during their April 16-17 meeting. 


Buffalo; Dr. Austin S. Weisberger, Western Reserve 
University ; and Dr. Ellard M. Yow, Baylor University. 

Final day speakers were Drs. Paul O. Klingensmith, 
University of Pennsylvania; William Thornton, Jr., 
University of Virginia; M. Edward Davis, University of 
Chicago; Robert W. Buxton, University of Maryland; 
John J. Byrne, Boston University; and Anthony F. 
DePalma, Jefferson Medical College. 

Four forums were conducted throughout the meet- 
ing. The first was on pediatrics and medicine, the sec- 
ond on medicine, the third on obstetrics and gynecol- 
ogy and the final one was on surgery. 

Academy Executive Secretary Mac F. Cahal was guest 
speaker at the banquet which followed a cocktail social 
period. An evening of dancing climaxed the day’s 
activities. 
> At the Fourth Annual Tri-State (Maine, New 
Hampshire and Vermont) chapters’ spring clinical 
meeting held May 9 at Lafayette Hotel in Portland, 
Me., Dr. F. W. Schilling, New Hampshire chapter 
president and Dr. Howard J. Farmer, Vermont chapter 
president were moderators. . 

Guest speakers were Drs. Eugene H. Drake, director, 
heart station, Maine Medical Center, Portland; John 
Fowler, Barre, Mass., past Academy president; Joha G. 
Young, clinical professor of pediatrics, Southwestern 
Medical School, University of Texas, Dallas; Walter C. 
Lobitz, assistant professor of dermatology and syphilol- 
ogy, Dartmouth Medical School, Hanover, N.H.; 
Charles E. Flowers, Jr., associate professor of obstetrics 
and gynecology, University of North Carolina, Chapel 
Hill; Louis K. Diamond, associate professor of pedia- 
trics, Harvard Medical School, Boston; and Louis 
Weinstein, associate professor of Medicine, Boston 
University, Boston. 

Maine chapter president, Dr. Thomas G. Harvey, 
was chairman of the luncheon for the doctors and 
their wives. 
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Highlighting the ladies entertainment was an illus- 
trated lecture on “Art in Book Publishing” given by 
Mrs. Lovisa Weeks Duke, a former member of the Art 
Department, Houghton Mifflin Publishing Co. 

A reception was held in the evening. 
> Dr. Vincent J. Sampognaro, general chairman of 
Lovisiana chapter’s annual meeting, October 8-10, re- 
ports that headquarters will be the St. Francis Hotel in 
Monroe. Mrs. Sol Courtman is general convention 
chairman for the woman’s auxiliary. 

The Louisiana chapter recently won a victory over a 
rider clause issued by a local medical insurance com- 
pany. The rider, originally stating that benefits for fees 
for laboratory and x-ray procedures would be paid only 
when these procedures were performed in the office of 
a member of the American Boards of Radiology or 
Pathology, now states that benefits for x-ray or labora- 
tory work will be paid when they are performed by any 
recognized physician. The Orleans Parish Medical Soci- 
ety worked with the Louisiana chapter on the project. 
> The Wisconsin chapter sponsored its fourth annual 
symposium, ‘‘Medical and Surgical Emergencies,” 
June 6 in Milwaukee. Pediatrics, obstetrics and neurol- 
ogy were stressed in papers read by Drs. Nicholas J. 
Cotsonas, Jr., Chicago; James A. Dusbabek, Washing- 
ton, D.C.; Am M. Rabiner, Brooklyn; James G. Hughes, 
Memphis; Arthur H. Stein, Jr., St. Louis and Henry 
Balch, Washington, D.C. 

Moderators were Drs. John Z. Bowers, dean, Univer- 
sity of Wisconsin Medical School and Edward A. Bach- 
huber, assistant dean, Marquette University School of 
Medicine. Dr. Anthony J. Sanfelippo, Milwaukee 
chapter president, was luncheon chairman and Dr. 
Charles C. Cooper of St. Paul, Minn., AAGP Commis- 
sion on Hospitals chairman, gave a luncheon talk on 
“The Hospital Status of Today’s General Practitioner.” 
Dr. Edgar End of Wauwatosa was in charge of ar- 
rangements. 

Mr. Jack Syverstsen of the Forrest-Syverstsen Co. 
entertained the ladies following lunch with a talk, 
“Good Design—A Human Need,” which covered in- 
terior decorating and furniture. 
> A symposium on diarrhea, jointly sponsored by the 
Mississippi chapter and the University of Mississippi 
School of Medicine, was conducted June 13 at Jack- 
son’s Heidelberg Hotel. 

The program, which emphasized the causes and 
cures of diarrhea, had as speakers Drs. Harold W. 
Brown, Columbia University ; William W. Frye, Louisi- 
ana State University; Nelson K. Ordway, University of 
Nortl: Carolina; Jerome Wiess, New York Polyclinic 
Hospital; John Seabury, Louisiana State University 
and Robert A. Davison, University of Tennessee. 
> Arkansas Chapter President William A. Snodgrass 
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recently presented the chapter’s annual DeGay Labora- 
tories’ award to John W. Vinzant of Augusta. The 
fellowship, which is presented to outstanding and de- 
serving medical graduates who enter a general practice 
residency and signify their intention of becoming 
family doctors, is now held by Dr. James J. Greenhaw. 
> At Alabama chapter’s symposium on office proce- 
dures in Birmingham, May 19, Drs. Tinsley R. Harri- 
son and Champ Lyons were moderators. Dr. Harrison 
is professor of medicine, and Dr. Lyons, chairman and 
professor of surgery, both at the Medical College of 
Alabama, Birmingham. 

Speakers for the meeting, which was cosponsored 
with the medical college, were Dr. Walter B. From- 
meyer, Jr., associate dean of the college; Dr. Harry L. 
Alexander, professor emeritus of clinical medicine, 
Washington University, St. Louis; Dr. Frances L. Ilg, 
director, Gesell Institute of Child Development, New 
Haven, Conn.; Dr. Ben Eiseman, associate professor of 
surgery, University of Colorado, Denver; Dr. Louis A. 
Buie, professor emeritus, Mayo Clinic and Mayo Foun- 
dation for Medical Education and Reasearch, Univer- 
sity of Minnesota. Rochester and Dr. Harold A. 
Scofield, professor of bone and joint surgery, North- 
western University, Chicago. 

Luncheon chairman was Dr. William E. Doggett, 
Jr., immediate past chapter president. A reception for 
doctors and their wives was held in the evening. 
> Immediate Academy Past President J. S. DeTar was 
a guest speaker at the Tennessee chapter banquet held 
April 9 during the annual meeting of the state medical 
association in Knoxville. His talk, “The Future of 
General Practice,” was followed by the installation of 
officers. Dr. Julian K. Welch, Jr. assumed the presi- 
dency and Dr. John Paul Lindsay, former secretary- 
treasurer, was named president-elect. Dr. Irving Hillard 
is secretary-treasurer and Dr. Arthur Green continues 
as vice president. 
> On the opening of the state medical association’s 
annual meeting in Hollywood, May 5, the Florida 
chapter had as guest speaker for a scientific program, 
Lt. Bruce W. Halstead, (MC) USNR, chairman of the 
department of biotoxicology, School of Tropical and 
Preventive Medicine, College of Medical Evangelists, 
Loma Linda, Calif. His talk was followed by a general 
meeting of the chapter. 
> The Brooklyn (New York) chapter is cooperating 
with other local groups in arranging “workshops,” 
which will show the methods employed in giving exam- 
inations at nine Cancer-Prevention Detection Centers 
in Brooklyn. Other groups who are participating in 
the program are the Cancer Coordinating Committee 
of the Medical Society of the County of Kings and the 
Brooklyn Cancer Committee with the Committee on 


185 


. 
3 


186 


Nothing escapes the curiosity of youngsters—not 
even medicine. Fortunately S.T. 37 is nontoxic. Even 
if S.T. 37 is accidentally spilled or swallowed no 
harm will follow. 


And, of course, you know from long experience that 
S.T. 37 is an efficient antiseptic — a solution of the 
potent germicide hexyliresorcinol. 


When parents ask you about an antiseptic for home 
use, you can recommend S.T. 37 with complete 


confidence. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


GP Volume XVI, Number 1 


N 
- o harm here—even for the curious 
® 
<n ANT EPTIC SOLUTION 


Post Graduate Education of the Academy of Medicine. 

Sessions will be held at the following hospitals: 
Beth-El, Jewish Hospital of Brooklyn, Methodist, 
Mainionides, St. Mary’s, Long Island College, Wyckoff 
Heights, Kings County and the Department of Health 
Cancer Detection Center at the Williamsburg-Green- 
point Health Center. 

All doctors are invited. 

The Kings County (New York) chapter jointly con- 
ducted a program in March on “Office Management of 
Sterility in the Male and Female.” It was presented by 
Dr. Raphael Kurzrok, consultant in obstetrics and 
gynecology, Morrisania City Hospital and Dr. Robert 
§. Hotchkiss, chairman and professor, department of 
urology, New York University Post-Graduate Medical 
Schools. 
> Kentucky chapter members and guests met at Brown 
Hotel in Louisville April 23-26 for their sixth annual 
scientific meeting. Welcoming talks were given by Dr. 
W. E. McKee, Jefferson County chapter president, 
Dr. Julian B. Cole, state chapter president and Dr. 
Karl D. Winter, vice president, Kentucky State Medi- 
cal Association. 

Scientific speakers, numbering 18 in all, were Drs. 
Louis N. Katz, Chicago; Fay B. Murphy, Chattanooga; 
A. Carlton Ernstene, Cleveland; John L. Reichert, 
Chicago; Henry H. Dixon, Portland, Ore.; Beverly T. 
Towery and J. Andrew Bowen, Louisville; John B. 
Floyd, Jr., Lexington, Ky. ; J. Herman Mahaffey, George 
§. Allen and Malcolm L. Barnes, Louisville; Leslie V. 
Dill, Washington, D. C.; Herman L. Gardner, Hous- 
ton; Henry Post, Louisville; John J. Miller, Chicago 
and Robert B. Greenblatt, Augusta, Ga. 

Roundtable discussions on acute abdomen and of- 
fice gynecology were moderated by Drs. Sam A. Over- 
street and W. O. Johnson, both of Louisville. Partici- 
pants were Drs. Bowen, Floyd, Mahaffey, Dill, Allen, 
Gardner and Barnes. 

During the meeting, Dr. W. E. Becknell was in- 
stalled as president. Dr. Charles G. Bryant became 
president-elect. Dr. George P. Archer is vice president 
and Dr. John J. Rolf is secretary-treasurer. 

Extracurricular events featured luncheons, cocktail 
parties, board of directors dinner meetings and the 
annual general assembly with Retiring Chapter Presi- 
dent Julian B. Cole presiding. Academy President 
Malcom E. Phelps was guest speaker at the annual 
banquet for which senior medical students and their 
wives were guests of chapter members. 
> Speakers for the fourth annual Mountaintop Medical 
Assembly, sponsored by the Tenth District General 
Practitioners of the North Carolina chapter, were Drs. 
Ellard M. Yow, Baylor University; Robert T. Tidrick, 
University of Iowa; J. Willis Hurst, Emory University ; 
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C. Ronald Stephen, Duke University ; Harry R. Draper, 
University of Pennsylvania and Lawrence L. Hester, 
Medical College of South Carolina. The meeting was 
held June 20-22 in Waynesville, N. C. 

> Connecticut Chapter President Richard B. Elgosin 
presided at a chapter-sponsored program during the 
state medical society’s annual meeting April 30-May 2 
in East Hartford. Scientific lectures were given by Dr. 
Perry S. MacNeal, physician to the Pennsylvania Hos- 
pital, Philadelphia and Dr. J. Antrim Crellin, Phila- 
delphia, clinical professor of medicine at Hahnemann 
Medical College and Hospital of Philadelphia and 
clinical chief of chest clinic, Hahnemann Hospital. 
> The Georgia chapter will hold its ninth annual ses- 
sion at the Bon Air Hotel in Augusta October 23-24. 
> The WMinois chapter held a luncheon during the 
state medical society meeting, May 22, in Chicago. 

The Lincoln Park (Illinois) chapter held a meeting 
Friday, April 16, which included a ladies’ night pro- 
gram. Cocktails and dinner preceded a film showing 
of “The Medical Witness and His Testimony.” At- 
torney Leo J. Bartolini was guest speaker. 
> The Minnesota chapter had as special guest at their 
annual dinner May 13, Dr. John A. Schindler of Mon- 
roe, Wis. Dr. Schindler, noted as a physician, author, 
lecturer and raconteur, spoke on “The Achilles Heel 
of American Medicine.” 
> Chapter President Walter T. Gunn weltomed mem- 
bers and guests to St. Louis (Missouri) chapter’s spring 
scientific symposium on May 12. 

Four outstanding doctors who presented the scien- 
tific program were Drs. Roscoe L. Pullen, University 
of Missouri; Frederick H. Falls; Cook County Hospital 
and West Suburban Hospital, Chicago; Waltman Wal- 
ters, Mayo Clinic and R. B. Turnbull, Cleveland Clinic. 

Ladies entertainment, chairmaned by Mrs. Gunn 
and Mrs. Wilbur Mullarky featured a card party. A 
cocktail hour and dinner for the doctors and their 
wives closed the meeting. 
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respiratory epidemics; when bacterial 
complications are observed or expected 
from the patient’s history. 


Early potent therapy is provided 
against such threatening complications 
as sinusitis, adenitis, otitis, pneumon- 
itis, lung abscess, nephritis, or rheu- 
matic states. 

Included in this versatile formula are 
recommended components for rapid 
relief of debilitating and annoying cold 
symptoms. 

Adult dosage for ACHROCIDIN Tablets 
and new, caffeine-free ACHROCIDIN 
Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dos- 
age for children according to weight 
and age. 


Available on prescription only 


symptomatic 
relief... plus! 


Tablets 
and 
Syrup 


Each tablet contains: 

ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 me. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


*Trademars 


C Ledterte) LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Doss rr cost the government more to care for military 
dependents in civilian than in military hospitals? 

The issue, arising unexpectedly in hearings on the 
Defense Department’s appropriations bill, attracted 
more attention than any other medical legislative situ- 
ation as both houses of Congress bent their efforts 
toward passing the money bills before the July 1 start 
of the next fiscal year. 

The claim that civilian physicians and civilian hos- 
pitals are more costly was made by Navy witnesses at 
closed-door hearings of the House Appropriations 
Committee. Thus, until the committee had approved 
the bill and published its report, there was no way of 
even knowing the claim had been made. 

Subsequently, information refuting the military wit- 
nesses’ testimony was produced and turned over to 
Congress. Below is the chronologic story of what 
happened to date (June 14). 


Medicare 


During his testimony before the House Appropri- 
ations Committee, the Navy Surgeon General Admiral 
Bartholomew Hogan, was questioned on the meaning 
of some tables showing comparison of costs of medical 
care being provided by the Navy Department. In am- 
plifying these figures, he stated that the Department of 
Defense and the Bureau of the Budget estimated that 
civilian dependent medical care costs would be $50 per 
day per patient, including all hospitalization costs and 
physicians’ fees. At the same time, it was brought out 
that $19.25 had been set as, “‘interservice charge,” for 
purposes of departmental reimbursements. 

Another witness for the Navy estimated that the cost 
of caring for military dependents in civilian hospitals 
was 2 to 24% times higher than in military hospitals. 

Admiral Hogan later in his testimony said that the 
Navy Department is, 

“Encouraging them (Navy dependents) to continue 
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using our facilities as we pride ourselves on giving 
excellent attention, and we want to take care of our 
own, and it is also much more economical than civilian 
facilities.” 

As a result of the above testimony, the report of the 
House committee on the Department of Defense Ap- 
propriations Bill, (H. Report 471), contains the fol- 
lowing language: 

“It is noted that the existing Joint Directive, cover- 
ing medical care, issued by the Department of Defense 
and the Department of Health, Education, and Wel- 
fare, provides for “free choice” with full appreciation 
that the impact of this “free choice” provision on mili- 
tary medical capacities cannot be measured for perhaps 
more than a year, and with recognition that, in the 
interim, the workload performed in military medical 
facilities may fall short of the desirable level; and con- 
versely, that this option may cause overloading of 
civilian medical and hospital facilities, particularly in 
the smaller communities. 

“It is the Committee’s belief that this Joint Directive 
should be revised at an early date to the degree that the 
free choice element be amended as to not permit de- 
pendents to utilize civilian medical and/or hospital 
services unless a positive determination is made by 
appropriate authority that, without augmentation, the 
military medical hospital facilities and medical person- 
nel in the general area in which the dependents reside 
are inadequate. 

**The suggested amendment should result in sub- 
stantial savings to the government. First, it will assist 
in utilizing military medical facilities at the optimum 
efficient level; and second, it will continue to provide 
the needed medical care at lesser cost. Reports re- 
ceived by the Committee indicate that disruption of 
medical services available to civilians has occurred in 
some communities since inception of this program.” 

Investigation of the statements upon which this 
recommendation is based, reveal the following facts: 
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(1) The estimate by the Office of Dependent Medical 
Care of $50 per day per patient in civilian facilities 
was based on only 8 cases (3 maternity cases of differ- 
ent severity, 1 tonsillectomy, and 4 “usual surgical 
procedures”). 

(2) Based on 37,000 hospital claims and 53,000 phy- 
sicians’ claims, the cost per day per patient in civilian 
facilities has averaged between $35 and $41. 

(3) The Bureau of the Budget estimates cost of care 
of dependents in military facilities for fiscal year 1958, 
at $27.75. (The Budget Bureau admits that this figure 
does not include the costs of such substantial items as 
the amortization of the construction costs of military 
hospitals; costs of procuring, training, transporting 
and granting leaves to physicians, nurses, and other 
medical personnel; expenses of out-patient depart- 
ments; charges for central procurement of supplies; 
and costs of numerous central base services such as 
janitorial, telephone, etc.) 

(4) The American Hospital Association has received 
no reports of dislocation or overcrowding of civilian 
hospitals as a result of the Medicare Program. 

Prior to the consideration of the military medical 
budgets by the House of Representatives, the above 
information was brought to the attention of all mem- 
bers of the House Subcommittee on Defense Appropri- 
ations, and to key members of the House Armed Serv- 
ices Committee. During the debate, Congressman 
Paul Kilday (D-Texas) stated: 

“I do not believe that on his (Admiral Hogan) ex 
parte statement alone such drastic action should be 
taken. He has given figures which would indicate that 
medical care in the military hospitals is cheaper than 
in a civilian hospital, but I feel that an adequate cost 
accounting of the cost of military care would indicate 
to the contrary . . . This is a matter of such importance 
to the success of this Medicare Program that I hope the 
Secretary of Defense will continue his directive in 
effect until more experience has been accumulated, so 
that we can then act with all the information before us.” 

Congressman Leslie Arends (R-Ill.) supported 
Congressman Kilday’s position. 

Their statements were not challenged by members of 
the House Appropriations Committee. 

At the same time, a letter calling their attention to 
the above situation was sent to all members of the 
Senate Appropriations Committee by Dr. George F. 
Lull, Secretary and General Manager of the American 
Medical Association. After reviewing the above facts, 


Dr. Lull pointed out that since the program has been 
in operation only siiice last December, it is impossible 
for anyone to testify with certainty as to its actual cost. 
He also pointed out: . 

“It has always been our feeling that any Dependent 
Medical Care Program in the Armed Services should 
allow the dependent a free choice of physician and 
hospital, and should not result in an expansion of mili- 
tary medical facilities. We have opposed such expan- 
sion of military medical facilities and military medical 
care activities because of the resulting necessity for 
drafting of additional physicians under the admittedly 
discriminatory present draft of doctors. We have al- 
ways urged the free choice of physicians, as we believe 
it is the basic tenet of good medical care. If the state- 
ments of the representatives of the Navy are taken as 
facts, and if the recommendation in the House report 


’ is followed, both of these objectives would be defeated.” 


Dr. Lull then went on to offer to have an Association 
witness appear before the Appropriations Committee 
to further explain the American Medical Association’s 
position. Dr. Hugh Hussey, member of the Board of 
Trustets, and Medical Editor of “GP”, was selected. 


Other Legislation 


Doctor Draft Extension 
H.R. 6548, Representative Vinson (D-Ga.) 


The Senate Armed Services Committee held one day 
hearings on the Doctor Draft Exténsion (see June 
Edition of this column), and recommended that the 
bill be passed without amendment. It was then sent to 
the Senate floor where it was passed on June 12. The 
Presidential signature was assured well in advance of 
the June 30 expiration date of the special doctor draft. 


Veterans Benefit Act of 1957 
HR. 53, Representative Teague (D-Tex.) 


This bill, which would consolidate into one act laws 
administered by the VA on compensation, pensions, 
hospitalization and burial benefits, was passed by the 
House by unanimous consent. The Senate passed it 
with a number of minor amendménts; the House ac- 
cepted the Senate amendments, and the bill was sent 
to the President for approval. 

The bill makes no substantial changes in existing 
law, but will make the law governing veteran’s benefits 
much simpler to understand and administer. 
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Pro-Banthine... 


CONFIRMED THERAPEUTIC UTILITY 


_A Primary Drug in Peptic Ulcer 


pein relieved 


"promptly 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


hibited consistently 


incidence of side effects was minimal. . . .” 

The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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